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Eye Conservation Program in Industry 


JOHN H. GANSCHOY, M.D., Medical Director 


Chevrolet Gear and Axle, Chevrolet Forge 


General Motors Corporation 
Detroit, Michigan 


in two adjoining plants, the Chevrolet Gear 

and Axle and the Chevrolet Forge in De- 

troit, primarily engaged in forging, ma- 
chining, and assembling automotive axles and 
associated parts. Safety glasses worn by all em- 
ployees did effectively reduce serious eye injuries 
and were successful where other methods had 
failed in these plants. 

The plant population remained above 10,000 
during the period covered, with some periods of 
large employment and increased labor turnover. 
The employees were of mixed races, nationality, 
and social backgrounds, as found in any large 
Detroit plant. The type of work has remained 
basically unchanged except for technological im- 
provements. The buildings are conventional ma- 
chine shop type. 

An optional safety glass program long had 
been in effect. Also specified jobs and areas had 
been posted for glasses. Usually after significant 
eye injuries, the investigative report of the acci- 
dent would close with the recommendation that 
glasses be worn in that operational area. There 
was a constant education program for eye pro- 
tection, but the results were not startling. Several 
especially unfortunate eye injuries on supposedly 
nonhazardous jobs resulted in a decision for a 
100% compulsory safety glass protection pro- 
gram in all working areas of the plants. A plan 
was formulated whereby all employees, both 


r | “HIS REPORT is concerned with eye protection 
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management and hourly-rated, would wear safety 
glasses, with an effective compulsory date of 
February 15, 1954. 

There were no complexities in the program. 
Glasses were issued and fitted to all persons 
working in the plants or entering them, and 
there was a resolute enforcement of their con- 
tinued usage. There were scattered complaints 
and objections, but they died out shortly, and 
glasses were considered as normal equipment. 
Some of the programs brought to our attention 
before ours was established, had elaborate pro- 
visions with professional fitters and in-plant ar- 
rangements for refractions. Our program did not, 
nor did it involve any additional help. The Safety 
Department, with the full cooperation of manage- 
ment, did an excellent job of implementing the 
program. 

Several physicians in industry, with whom the 
problem was discussed, advised that such a policy 
could not be enforced. This was found not to be 
true of the plants under discussion. There was 
excellent support from both labor and manage- 
ment. Another physician assured us that such a 
program was unnecessary, that equally good re- 
sults could be had by limiting the application of 
protective glasses to hazardous types of work 
and specified areas. In our opinion, this would 
have involved difficult policing. Further, our ex- 
perience had indicated that all areas in which 
tools are used, presented definite risks. The re- 
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sults appeared to be gratifying, but as no factual 
comparative before-and-after data had been com- 
piled, this review of available records was made. 


Two SOURCES of information were examined, the 

Compensation Department and the Medical 
Department records. All those cases in which the 
Compensation Department had made payments 
for eye injuries were selected, as it was assumed 
that those would include all of the more serious 
injuries. A total of 176 such cases were located, 
from 1923, to June 1, 1957, and of these, 63 re- 
ceived payment for blindness in one eye. There 
were no cases of blindness in both eyes. 

The following cases are representative of the 
permanent loss of industrial vision, with the 
statement made at the time regarding the cause: 

1. “A particle of metal struck me in the eye 
when the drill broke on my machine.” 

2. “I hit a boring bar with my hammer and a 
chip struck my eye.” 

3. “I was driving a key and a piece of steel 
hit my eye.” 

4. “A head on the shaper dropped and a chip 
struck my eye.” 

5. “Another man was driving rivets in drums 
and one went wild and hit my eye.” 

6. “I was putting stock into the furnace when 
a scale blew into my eye.” 

7. “While I was polishing drums, something 
flew into my eye.” 

8. “While I was soldering an electrical joint, 
the paste splattered in my eye.” 

9. “While I was cutting a piece of steel, it 
flew to pieces when the shear blank came down.” 

10. “I was watching three workmen trying to 
get a spring in cross member when something hit 
me in the eye.” 

11. “In removing the pin from a _ propeller 
shaft, the punch broke and flew striking me in 
the eye.” 

12. “I was pounding nails and a nail flew and 
hit me in the eye.” 

13. “While I was attempting to put the spread- 
er pin in the brake assembly, I hit it with a 
bushing and I felt something hit me in the eye.” 

14. “While I was disassembling a brake shoe, 
I struck the brake shoe on the table and some- 
thing flew and hit me in the eye.” 

Cases 13 and 14, listed above, occurred within 
a period of a week on a work assignment that no 
one had considered to be in any way hazardous. 
These were the triggers that set off our eye pro- 
tection program. 

After the adoption of compulsory protective 
glasses, there was only a single eye injury re- 
sulting in blindness. This is his statement: ‘An 
air hammer was breaking the concrete floor and 
a piece flew behind my goggles and struck my 
eye.” This case has always been felt to be highly 
questionable. Although the worker allegedly 
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wore his glasses, they were not injured. A large 
metallic foreign body had deeply perforated the 
globe in such a manner that the injury as de- 
scribed could hardly have happened. He probably 
was not wearing his glasses at the time. 


‘THE following table is the summary of the 63 
’ cases in which there was total loss of vision 
in one eye. 


TABLE I. 








EYE INJURIES WITH BLINDNESS OF ONE EYE 

Cases 

Foreign body, cause not stated 2 
Flying foreign body 14 
Flying foreign body, tool or machine broke 6 
Flying foreign body, caused by impact 15 
Flying foreign body, produced by hand hamer operation 13 
Direct trauma 7 
Burns b 
Chemical injuries and irritants 0 
Total cases 63 


In my opinion, glasses would have protected 
the eyes in 56 cases, and would not have protected 
the eyes in seven cases. 

Several other claims were unsuccessfully filed 
for blindness due to nonoccupational conditions. 
These included senile cataracts and other de- 
generative conditions. Also, two employees of 
cutside contractors had visual loss. Apparently 
neither was wearing glasses at the time, as one 
received a nail injury while hammering, and the 
other was pouring lead, but no lead was found 
on his glasses. As a result, we are successfully 
making a special drive to enforce eye protection 
on employees of outside contractors. 

The other 113 cases in which the Compensation 
Department was involved were largely of a minor 
nature. All of these occurred prior to our com- 
pulsory safety glass program, effective February 
15, 1954, and none has happened from then to 
June 1, 1957. 


TABLE II. 
EYE INJURIES INVOLVING COMPENSATION DEPARTMENT 
WITHOUT LOSS OF VISION 


Foreign body, cause not stated 19 

Flying foreign body 37 

Flying foreign body, tool or machine broke 8 

Foreign body, caused by impact 

Foreign body, produced by hand hammer operation 15 

Direct trauma 

Burns 6 

Chemical injuries and irritants 6 
Total cases 113 


In my opinion, glasses would have protected the 
eyes in 102 cases, and would not have protected 
the eyes in 11 cases. 

Only one case of the total of 176 in which 
compensation was paid, was an injury of a gen- 
erally serious nature. That lost eye alone, and 
associated facial injuries, has cost $16,980.78 in 
compensation and outside medical expenses, and 
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the cost may very well be much larger before 
needed care is completed. Disfigurement is such 
that an eye patch is still worn, and little improve- 
ment is expected. 

All other eye injury cases were caused by 
trivial accidents that would have produced no sig- 
nificant damage if the eye had not been struck. 

To measure human misery caused by a blinded, 
injured eye in terms of money is impossible, but 
costs were involved. The earlier cases of blind- 
ness in this study received a specific payment of 
only $1,400. A more realistic amount is now 
awarded. The total cost of compensable expenses 
for all the cases was $197,060.62. 


HE OTHER records used were those of the Medi- 

cal Department. Each visit to a dispensary by 
an employee is recorded immediately in his per- 
sonal medical file. This includes the cause and 
dispesition of the call. In addition to the usual 
recording, those visits occasioned by a more sig- 
nificant injury or potentially hazardous condition 
have a more detailed report form made out and 
a carbon copy forwarded to the Safety and Com- 
pensation Departments. These latter reports from 
January 1, 1950, to June 1, 1957, were reviewed. 
The number of reports relating to eyes is shown 
as follows: 











TABLE III. 
REPORTS REGARDING EYES 
1950 total reports - 183 
damaged glasses 25 
eye injuries 158 
1951 total reports 118 
damaged glasses 20 
eye injuries 98 
1952 total reports 82 
damaged glasses 16 
eye injuries 66 
1953 total reports 96 
damaged glasses 28 
eye injuries 68 


January 1, 1954, to 
February 15, 1954 (new safety glass program 


established) 


total reports 8 
damaged glasses 0 
eye injuries 8 
February 16, 1954, to 
end of year total reports 45 
damaged glasses 30 
eye injuries 15 
1955 total reports 47 
damaged glasses 25 
eye injuries 22 
1956 total reports 26 
damaged glasses 15 
eye injuries 11 
January 1, 1957, to 
June 1, 1957 total reports 10 
damaged glasses 7 
eye injuries 3 
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The number of reports taken primarily because 
of damaged glasses remained near a constant 
figure, while those for other reasons associated 
with eyes dropped sharply after the compulsory 
program. The percentage of reports relating to 
visual problems as compared to the total number 
of reports for the period January 1, 1950, to 
February 15, 1954, was 10.1%. The comparable 
figure for the period from February 16, 1954, to 
June 1, 1957, had dropped to 5.3%. 

These figures do not include the daily calls for 
minor eye conditions. They have dropped off in 
the same ratio as those requiring reports. Reports 
on glass damage were made only when the cause 
was such that it could have produced eye injury 
except for the safety glasses. 

An adherent or imbedded foreign body is now 
a rarity, and nonoccupational inflammations and 
infections are not as frequently seen. Fewer 
claims are now made that such conditions were 
produced by shop agencies. Before the start of 
the safety glass program, checks of the files re 
vealed that many workers habitually went to the 
aid stations to have unnecessary eye washes and 
checks. This has been eliminated. 


‘THE WRITER had the opinion before examining 

the records that many factors played a role, 
but he was in error. For example, age was sus- 
pected as a factor of importance, but although 
the younger injured employees made a greater 
impression, injuries occurred in all the age 
brackets. Similarly, no correlation could be found 
in the shift worked, the type of work, years of 
experience in the plant, or whether the employee 
was skilled or unskilled, hourly-rated or salaried. 

Jobs in which there were obvious eye hazards, 
such as welding, shot or sand blasting, or grind- 
ing did not produce any serious eye injuries. 
Burns, irritants, chemicals, and airborne par- 
ticles were not important. No industrial blindness 
occurred because of infected wounds. Production 
and assembly work in their normal operation did 
not produce injuries. Direct trauma, as seen in 
a hook striking the eye, did produce serious in- 
juries, but the number was comparatively small. 
Serious eye injuries in these plants were nearly 
always produced by small metallic fragments fly- 
ing at high velocity and caused by sudden impact, 
stress, or breakage. These factors are not peculiar 
to special jobs. Hammering, tapping, chipping, 
burring, falling, driving, wedging, and forging 
are the words used again and again in the de- 
scriptions of the injuries. 

Safety glasses are furnished on prescription 
free of charge to the employee. Many employees, 
knowing that safety glasses must be worn, have 
taken advantage of the program to get refrac- 
tions and a properly corrected glass. This has 
been helpful both to the employee and to man- 
agement. 
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Conclusions 

ARLIER A CONSISTENT predictable number of 

significant eye injuries occurred annually be- 
fore the compulsory protective glass program. 

Voluntary wearing of protective glasses and 
enforcement of glasses on selected jobs did not 
materially reduce incidence of eye injuries. Safe- 
ty talks and educational programs likewise were 
not effective. 

A 100% safety glass program can be installed 
and enforced. 

A 100% safety glass program meets with little 
real opposition, and encourages the correction of 
visual defects. 


small, high velocity, metallic fragments, produced 
by impact or stress not typical of any particular 
work. 

Proper safety glasses properly fitted and worn 
will protect against most eye injuries. 

Age, experience, shift, or position were not 
factors in these plants. 

Less effort was made to associate nonoccupa- 
tional conditions with the job. 

There was a reduction in outside medical costs 
and compensation. 

The big dividend is the satisfaction of knowing 
that reasonable precautions have been used to 
eliminate avoidable injuries. 


Most significant eye injuries are caused by 
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Bee Stings 


ee OTHER day in my community a 36-year-old truck driver was stung by some bees 
and died in less than an hour. He was stung on his head and his arm while work- 
ing in his yard about 8:00 P.M. He complained of dizziness and was helped into the 
house, where he became unconscious. An ambulance took him to the hospital, where 
he died 40 minutes later. Such a death as this is the result of a circulatory collapse, 
due to a violent allergic reaction to the venom of the insect. Fortunately it does not 
happen often. In New York State between 1950 and 1954, there have been three such 
cases reported, all due to allergic reactions. One death was from a wasp, another a 
yellow jacket, and a third from a bee. All were men, and their ages 46, 37, and 28. 
Death occurred within 30 minutes in two of the cases. In the third, the time was not 
given. Obviously in such cases the victims are very sensitive to the venom. The degree 
of reaction to a sting varies with individuals. Where it is severe, and the victim lives, 
something can be done about it, if one is willing to go through an involved desensitiza- 
tion procedure. In the case of the truck driver, he was stung a year previously, with 
a severe reaction. If he had been desensitized or warned, he could have had an emer- 
gency kit of epinephrine, an antihistamine, and a tourniquet. These drugs come in 
glass containers with a needle attached for easy injection. If the sting is on the leg 
or arm, a tourniquet can be applied between the sting and the heart, to prevent rapid 
absorption of the venom. Anyone so stung should be kept quiet. One of the medical 
journals reports the case of a lad of 16, stung several times without any effect. Even- 
tually, however, a sting by a yellow jacket gave him a severe general reaction which 
required drastic treatment with epinephrine, a tourniquet, and an antihistamine. A 
couple of years later while he was being desensitized (immunized to wasp, yellow jacket 
and honey bee), he was stung by a bee without effect. Apparently he was finally pro- 
tected. How long is not known. Usually such protection wears off if periodic injec- 
tions are not continued. Tests can be made to determine when one is again susceptible. 
If you are subject to hives, asthma, hay fever, and poison ivy, or specially sensitive 
to insect bites, you can get help from an allergist. Scientifically, hornets and wasps 
are identical. Yellow jackets are thought to have stronger venom. When the honey 
bee stings, its sac is pulled out of its abdomen and the insect dies. Wasps and yellow 
jackets may sting several times. Wasps live in high places, often around roofs. Yellow 
jackets make their nests in the ground or rock piles. Sometimes beekeepers have to 
give up their occupation because they are so sensitive to the venom. 


—From “Live a Little Longer,” Dr. Witt1am A. SAWYER’S column in The Machinist, August 1, 1957. 
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Lesions of the Pancreas 


Diagnosis and Treatment 


WILLIAM H. ReMINE, 


Mayo Clinic and 


M.D., Section of Surgery 


Mayo Foundation 


Rochester, Minnesota 


NTIL recently, surgeons have been reluctant 

to attack lesions of the pancreas because of 
the technical difficulties encountered. Today, how- 
ever, lesions of the pancreas are being diagnosed 
with increasing frequency at a time in their de- 
velopment when surgical treatment can be under- 
taken with acceptable risk and with reasonable 
hope of satisfactory outcome. Many problems, 
nevertheless, must be solved before satisfactory 
results can be obtained. This discussion will be 
limited to pancreatic lesions of primary impor- 
tance which the surgeon is most likely to en- 
counter. They will include pancreatitis, both 
acute and chronic, tumors of the islets of Langer- 
hans, and carcinoma of the parenchymatous pan- 
creatic tissue and the ampulla. 


Acute Pancreatitis 

HE etiology of acute pancreatitis continues to 

arouse considerable controversy. Undoubted- 
ly several factors are involved and in any given 
case the condition may be caused by any one of 
these factors or by any combination of them. 
Opie’s! common channel theory, to be mentioned 
again later, was the first attempt to give a good 
explanation of the cause. In recent years this 
theory gradually has given way to a somewhat 
broader concept, based on two interrelated phe- 
nomena: (1) obstruction, and (2) reflux into the 
pancreatic ducts. 

Obstruction at the ampulla of Vater, with re- 
sultant reflux of bile, may arise from the pres- 
ence of calculus or from spasm of the sphincter 
of Oddi. The pancreatic duct itself may be oc- 
cluded, either by ampullary or pancreatic cal- 
culus, by tumor, by inflammatory reaction, by 
epithelial metaplasia of small ducts, by surgical 
ligature, or by duodenal diverticulum. Virus in- 
fections, such as that of mumps, have been known 
to precipitate acute attacks. Embolic phenomena 
also have been indicted as causative factors. Se- 
vere accidental trauma to the abdomen has re- 
sulted in typical episodes of acute pancreatitis, 
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as have manipulation and surgical trauma at the 
time of abdominal exploration. Other factors 
which have been incriminated from time to time 
are reflux of duodenal contents, alcoholism, and 
anaphylaxis. 

Acute pancreatitis usually is divided into two 
iypes: acute interstitial (or edematous) pancrea- 
titis, and acute pancreatic necrosis, but the dis- 
tinction between the two need not be elaborated 
here. 

Characteristics of acute attacks of pancreatitis 
are as follows: 

1. Severe, often sudden, prolonged pain in up- 
per part of abdomen — commonly referred to 
back. 

2. Possible precipitation of attack on taking 
alcohol or food. 

3. Persisting abdominal tenderness, great ab- 
dominal rigidity, boardlike abdomen. 

4, Fever, nausea, vomiting, perhaps abdominal 
distention. 

5. Elevated values for serum lipase and serum 
amylase for a few days after onset; decreased 
serum calcium values. 

6. Perhaps jaundice, hyperglycemia, steatorr- 
hea, abdominal mass. 

Pain is the predominant symptom. Most often 
it is severe and constant, but it may resemble 
the pain of intestinal or biliary colic. Formerly 
shock often was included as one of the outstand- 
ing features of the disease, but recent writers 
have considered it of infrequent occurrence. In 
80% of cases shock is absent; in 10% it is mod- 
erate; in only 10% is it severe. 

Laboratory findings are important to diagno- 
sis. The concentration of sugar in the blood may 
be elevated in 50 to 100% of cases, depending on 
the amount of injury to the islet cells. About 
50% of patients may be jaundiced to some de- 
gree and the concentration of bilirubin in their 
blood serum may be slightly elevated. The value 
for serum calcium may be lowered as a result of 
fat necrosis and saponification. Most physicians 
now consider that a value for serum calcium of 
7 mg per 100 cc, or lower, justifies an extremely 
poor prognosis. Elevated values for serum am- 
ylase and serum lipase are the most important 
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data obtainable by laboratory procedures. The 
concentration of serum amylase will be elevated 
in the first few hours after the onset of symp- 
toms. The value for serum lipase may take one 
to three days to become elevated but then it re- 
mains high for a longer time than does the value 
for serum amylase. This behavior of the serum 
lipase may be helpful in establishing a diagnosis 
several days after onset of the disease. Deter- 
minations of urinary diastase are made in some 
laboratories, but, just as is true of the serum 
lipase, elevation of the concentration of urinary 
diastase may lag 12 to 24 hours behind the in- 
crease in value for serum amylase. 

TREATMENT: — Formerly, acute pancreatitis 
was treated by aggressive surgical attack, and 
the associated mortality rate was approximately 
50%. In recent years, therefore, nonsurgical, or 
conservative, treatment has become increasingly 
preferred. Once the diagnosis of acute pancrea- 
titis has been made, every proper effort should 
be made to avoid surgical measures. 

Nonsurgical management of acute pancreatitis 
is directed, for the most part, toward restoring 
a normal physiologic state. The following meas- 
ures aid in this:* 

1. Relief of pain. 

2. Suppression of pancreatic secretion. 

3. Prevention of distention. 

4. Restoration and maintenance of normal 
blood volume and normal values for electrolytes. 

5. Use of antibiotics for prevention of sup- 
puration. 

6. Treatment of hypocalcemia. 

7. Correction of disturbances of glucose meta- 
bolism. 

Administration of morphine and other deriva- 
tives of opium should be avoided in the presence 
of acute pancreatitis, since they tend to produce 
sphincteric spasm. Instead, meperidine hydro- 
chloride (Demerol hydrochloride) or methadone 
hydrochloride, which are less likely to cause 
spasm, should be used. Intravenously adminis- 
tered procaine, paravertebral block, splanchnic 
block, and continuous epidural block may be used 
to great advantage. Pancreatic secretion can be 
suppressed by use of atropine sulfate or methan- 
theline bromide (Banthine bromide). Fasting 
and nasogastric suction suppress gastric and pan- 
creatic function, putting the pancreas at rest and 
preventing further release of enzymes. Nasogas- 
tric suction also aids in preventing future dis- 
tention of the bowel by removing material prior 
to its entry into the bowel proper. Blood and 
fluids must be given intravenously to restore 
normal blood volume and electrolyte balance. In- 
travenous administration of calcium gluconate 
may be necessary to restore normal concentra- 
tions of calcium and thus prevent tetany. When 
pancreatic destruction is so great that a major- 
ity of the islets no longer can function, then ap- 
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propriate doses of insulin must be given until 
the pancreas recovers sufficiently. Human serum 
albumin® recently has been suggested as an aid 
in overcoming toxemia in the presence of acute 
pancreatitis. 

It is generally agreed that, if operation is 
inadvertently undertaken early in a case of acute 
pancreatitis, manipulation within the abdominal 
cavity should be minimal. Surgical measures may 
be undertaken at a later date to correct any as- 
sociated disease; that is, cholelithiasis, chole- 
docholithiasis, sphincteric spasm, pseudocysts, 
and abscesses. Such a program seems to offer the 
best approach to prevention of the serious late 
manifestations of recurrent pancreatitis that are 
so difficult to manage. 


Chronic Relapsing Pancreatitis 

(CHRONIC relapsing pancreatitis is perhaps one 
of the most difficult to manage of all non- 

malignant diseases. The disease first was de- 

scribed as a distinct clinical entity by Comfort, 

Gambill and Baggenstoss,* in 1946. 

Most investigators think that alcoholism either 
precipitates or aggravates the condition. Another 
cause, although an uncommon one, is trauma. 
This may result in complete or partial division 
of the main or accessory pancreatic ducts. Severe 
crushing blows to the epigastrium also may crush 
the pancreas and result in pancreatitis, pseu- 
docysts, and abscesses. 

At postmortem study, in 70 to 90% of human 
bodies the main pancreatic duct and the common 
bile duct have been found to enter the duodenum 
through separate openings in a common duodenal 
papilla. It has been suggested that inflammatory 
swelling of the papilla could so surround the 
orifices of the two ducts that a common terminal 
channel would be formed. Such inflammation may 
be brought about by the presence of acid, alcohol, 
or other irritating materials in the duodenum. 
Obstruction of the common channel would allow 
reflux up the pancreatic duct. This is the common 
channel theory, mentioned before. A number of 
factors, however, are not explained by this 
theory. 

In the early stages of chronic relapsing pan- 
creatitis, the pancreas is edematous. Regions of 
focal necrosis appear and later undergo atrophy 
and fibrosis. The pancreas becomes adherent to 
the surrounding structures, especially the stom- 
ach and biliary tract, with resultant associated 
biliary disease. The end results of repeated epi- 
sodes are atrophy, fibrosis, calcification, diabetes, 
frequently formation of pseudocysts, and often 
addiction to narcotics. 

Attacks are characterized by upper abdominal 
pain. As the disease progresses, the pain may 
become constant and acute exacerbations may be 
superimposed. The pain is often of a steady, 
boring type, interrupted with waves of excruci- 
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ating pain described as cutting, piercing, colicky, 
or cramping. Frequently the pain may bore 
through to the back in the upper lumbar region. 
The pain usually lasts for a number of days, and 
considerable amounts of narcotics are required 
for relief. Other symptoms are nausea, vomiting, 
abdominal distention, constipation or diarrhea, 
steatorrhea, loss of weight, and jaundice. 

In addition to the previously mentioned com- 
plications which may accompany chronic relaps- 
ing pancreatitis there also may be obstruction 
of the common bile duct, the stomach, and the 
splenic or mesenteric veins, with resultant portal 
hypertension and its sequelae. 

TREATMENT: That many different surgical pro- 
cedures are being used in treatment of chronic 
relapsing pancreatitis indicates that no single 
procedure is uniformly successful. Cholecystec- 
tomy and choledochostomy, followed by six 
months of drainage of the common duct by T- 
tube, usually are the first procedures used in 
treating chronic relapsing pancreatitis accom- 
panying disease of the biliary tract. In the ma- 
jority of cases these measures are successful.° 
Sphincterotomy is being used with increasing 
frequency. It was introduced by Archibald® in 
1919; he used the transducdenal route and re- 
ported good results in six of eight cases. Doubilet 
and Mulholland’ reviewed sphincterotomy in 
1948. They used the endocholedochal route but 
because this entails a relatively blind approach, 
they,® as well as most other surgeons, now tend 
to approach the sphincter transduodenally. 

Occasionally certain complicating problems 
make it necessary to operate directly on the pan- 
creas. For instance, a pancreatic duct may have 
to be incised to enable the surgeon to remove 
obstructing stones. A T-tube then may be left 
in the duct for a time.’ If no obstruction remains, 
drainage usually will cease when the T-tube has 
been removed. 

Pseudocysts of the pancreas often are found 
in association with chronic relapsing pancreatitis. 
In the past, these usually were drained externally 
by marsupialization or by tube. Recently, how- 
ever, internal drainage has been used with in- 
creasing frequency. Depending on the location 
of the pseudocyst and its proximity to other 
structures, anastomosis of the pseudocyst and 
the stomach, duodenum or jejunum may be ef- 
fected. If the jejunum is used, it may be best to 
employ a Roux-Y type of anastomosis. Doubilet!? 
has advocated sphincterotomy for pseudocysts 
and apparently he has had favorable experience 
with the procedure. 

Resection of pseudocysts has not many advo- 
cates. It is technically extremely difficult, since a 
pseudocyst has no true capsule and consequently 
there is no plane of cleavage. 

Partial pancreatic resection has been used in- 
frequently for chronic relapsing pancreatitis and 
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usually only after other procedures have failed. 
It is obviously too formidable a procedure to be 
undertaken lightly for the treatment of non- 
malignant disease. Resection of the tail, and per- 
haps of a portion of the body, of the pancreas?! 
has been employed recently with increasing fre- 
quency. The pancreas is then drained into the 
gastrointestinal tract by what is called retro- 
grade drainage. To effect this, a Roux-Y limb of 
jejunum is used. Total pancreatectomy has been 
reported.!- This extensive operation has been 
used infrequently, however, and it should be em- 
ployed only in the exceptional case in which less 
radical procedures have failed. 

A number of pain-relieving procedures have 
been used with varying degrees of success. 
Splanchnic neurectomy or alcohol block of the 
greater splanchnic nerve has been used most 
frequently but, in a number of instances, the 
procedure has given only temporary relief. 


Tumors of Islet Cells 

UMOR of the islet cells without associated hy- 

poglycemia is rare. Since the first report of 
removal of a hyperfunctioning tumor of the islets 
of Langerhans,!* in 1927, an ever-increasing 
number of these tumors has been reported to be 
associated with hyperinsulinism. The symptoms 
are typically those of hypoglycemia and are well 
known. Early symptoms generally are almost im- 
perceptible but they can be identified as nervous- 
ness, sweating, apprehension, and, occasionally, 
mild peculiarity of behavior. There may be as- 
sociated tremor, diplopia and other symptoms 
referable to the central nervous system — even 
convulsions and unconsciousness. Frequently, af- 
flicted persons have been arrested for drunken- 
ness; the presence of brain tumor, moreover, has 
been suspected. The patients themselves often 
learn that attacks can. be prevented by their in- 
gestion of food, particularly those high in car- 
bohydrate. The triad of Whipple has been used 
extensively in evaluating the condition of pa- 
tients suspected of having a functioning tumor 
of the pancreas. This is: 

1. Nervousness or gastrointestinal disturbances 
that appear in the fasting state. 

2. Attacks that are associated with values for 
blood sugar of less than 50 mg per 100 ce. 

3. Attacks that are relieved immediately fol- 
lowing administration of glucose. 

Determinations of sugar in the blood of the 
fasting patient, repeated over a prolonged period, 
comprise the best laboratory procedure for de- 
termining the presence of’ islet tumor. Liver 
function studies of course should be made. Ma- 
lingering by self-administration of insulin always 
should be kept in mind. The symptoms of several 
patients of the Mayo Clinic promptly disappeared 
when they were deprived of their surreptitious 
source of insulin. Lesions of the suprarenal 
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glands, pituitary body, liver, or central nervous 
system only occasionally may be confused with 
tumor of the islet cells. 

The majority of tumors of the islet cells are 
benign, functioning adenomas. Fifteen percent 
of them may be multiple. Ten percent of tumors 
of islet cells are malignant!* and metastatic le- 
sions have been demonstrated. Sometimes the 
hyperinsulinism of a patient from whom an islet 
tumor has been removed has not improved be- 
cause of the presence in the liver of a functioning 
metastatic lesion. If hypoglycemia is not accom- 
panied by apparent abnormality of the islet cells, 
considerable suspicion must be entertained that 
a small pancreatic adenoma may have been over- 
looked. 

TREATMENT: Nonsurgical treatment of this 
condition is not satisfactory, except in cases in 
which the hypoglycemia is of borderline inten- 
sity. Administration of material to destroy pan- 
creatic cells in vivo is not universally acceptable. 
Surgical exploration is indicated, therefore, when 
a tumor of the islets of Langerhans is suspected. 

The first step is transverse abdominal incision, 
placed midway between the xiphoid process and 
the umbilicus. After the stomach has been re- 
tracted upward, the pancreas is approached 
through the gastrocolic omentum. The head of 
the pancreas can be exposed by mobilization of 
the duodenum together with separation of over- 
lying structures from the pancreas. The entire 
pancreas is then carefully inspected and palpated 
because multiple tumors are present in 10 to 12% 
of cases. A large tumor usually is located with- 
out difficulty, but unfortunately many of the 
tumors under consideration are annoyingly small. 
A tumor on the anterior surface of the gland 
has the appearance of a smooth, homogeneous 
nodule. Often, as compared with the surrounding 
pancreatic tissue, the tumor is a little darker in 
color but it may be lighter. Any tumor found 
should be simply excised, without undue damage 
to the pancreas. 

Unfortunately many small tumors are within 
the pancreatic tissue and cannot be seen on in- 
spection. Their consistency may be similar to 
that of the normal surrounding pancreatic tissue 
and therefore they may not be palpable unless 
they are at least 1 cm in diameter. Accordingly, 
it may be necessary to resect a portion of the 
pancreas in order to find the tumor. If this is 
done, resection should be started at the tail of 
the organ and carried toward the head, until the 
tumor is included in the excised portion. The 
portion of the pancreas that remains in place 
then is sutured with interrupted silk mattress 
sutures. In the event that no tumor is palpable, 
so-called blind resection of the body and tail of 
the pancreas will remove the tumor in approxi- 
mately 75% of cases. If a tumor is then found 
in the excised portion of pancreas, a favorable 
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result may be expected. If, however, no tumor is 
found, it is often necessary to remove more 
pancreatic tissue at a subsequent operation. 

In some instances, total pancreatectomy (men- 
tioned in an earlier paragraph) may be neces- 
sary in order to remove the tumor. The first 
successful total pancreatectomy was performed 
by Priestley,!® in 1942. In that case, an islet cell 
tumor was found in the last portion of pancreas 
to be removed, a portion which lay in immediate 
proximity to the duodenum. The patient was alive 
when this was written, was receiving a moderate 
amount of supplementary insulin, was not re- 
ceiving other substitution therapy, and was doing 
well. Search for ectopic pancreatic tissue always 
is advisable when a tumor is not found in the 
pancreas. Although total pancreatectomy has 
been performed as a primary procedure in a case 
of hyperinsulinism in which a tumor could not 
be found, it is not recommended. 


Carcinoma of the Pancreas 
[JNFORTUNATELY, the symptoms of this condi- 
tion seldom are discernible early in its de- 
velopment. Furthermore, the tumors tend to 
spread early to the peripancreatic lymphatic 
structures, and this makes discouraging the at- 
tempt at surgical eradication of pancreatic car- 
cinoma. 

The situation of the carcinoma within the 
pancreas determines, for the most part, the 
symptoms. According to Priestley,!® one of three 
main clinical syndromes usually is caused by 
carcinoma of the pancreas: (1) unexplained, 
progressive jaundice, with or without pain; (2) 
recurring pain, gradually becoming persistent, 
in the upper abdomen and referred through to 
the back but without apparent associated physical 
or laboratory findings; (3) gradual decline in 
health associated with anorexia, bloating, vague 
indigestion, and loss of weight and strength. 

Pain has been variously reported to be present 
in 55 to 83% of cases. Loss of weight and a mass 
are the most common physical findings. When 
jaundice is present, the gallbladder is generally 
distended and may be palpable in the right upper 
abdominal quadrant. Ascites seldom is noted un- 
less the disease is far advanced. 

Laboratory studies may be of little value. 
Jaundice, if present, will be found to be of ob- 
structive type. Blood may be found on duodenal 
drainage but little or no bile may be detected. 
In certain instances, because of duodenal in- 
volvement, roentgenologic diagnosis of duodenal 
ulcer may be made. 

TREATMENT AND CONFIRMATION OF DIAGNOSIS 
AT OPERATION: Until recently, carcinoma of the 
pancreas and ampulla of Vater has been con- 
sidered fatal. Considerable progress has been 
made since 1935, however, when Whipple, Par- 
sons and Mullins!7 first directed attention to the 
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procedure of pancreatoduodenectomy for car- 
cinoma of the ampulla. Shortly thereafter 
Brunschwig!* employed the procedure for car- 
cinoma of the pancreas. Nevertheless, surgeons 
have been reluctant to attack the condition, but 
with the advent of vitamin K, of materials for 
substitution therapy, and of current supportive 
methods, the number of available radical pro- 
cedures has increased. Just now a few surgeons 
have accumulated enough experience to be able 
to evaluate the condition from the standpoints 
of morbidity, postoperative mortality, and long- 
term survival. 

At surgical operation, it is impossible to deter- 
mine by gross examination whether a palpated 
mass is carcinomatous. Biopsy then becomes nec- 
essary. Yet because of the likelihood of uncon- 
trollable bleeding, removal of a portion of the 
tumor for diagnosis entails considerable risk and 
should be avoided whenever possible. Although 
with use of the Silverman needle it may be neces- 
sary to remove several specimens, a satisfactory 
specimen often can be obtained from deep within 
the gland without undue trauma. Negative bi- 
opsy does not exclude the presence of carcinoma. 

When the diagnosis of carcinoma of the pan- 
creas has been confirmed, the surgeon must de- 
termine whether the condition is operable. If the 
lesion is fixed to the retroperitoneal wall, or if 
there is metastasis to the periaortic lymph nodes, 
celiac lymph nodes and superior mesenteric lymph 
nodes, most surgeons consider operation futile. 
Hepatic involvement, involvement of the portal 
vein or of the superior mesenteric vein, and 
studding of the peritoneum with tiny metastatic 
carcinomas, certainly indicate inoperability. 

Pancreatoduodenectomy should not be done as 
a palliative procedure. If the lesion is inoperable, 
however, a less radical palliative procedure is 
indicated, since the average length of life after 
any procedure is usually between six and 12 
months. In situations such as this, it is far better 
to perform simple cholecystojejunostomy and 
gastroenterostomy, if such is indicated at the 
time, than to subject the patient to a radical 
operation that carries high mortality and high 
morbidity. 

If the carcinoma of the pancreas is operable, 
the surgeon should remove all associated node- 
bearing tissue even though contained nodes may 
not be palpable. The duodenum is freed and 
rotated forward by excising the lateral portion 
of the peritoneum. The lesser omental sac then 
is entered through the gastrocolic omentum; the 
stomach is retracted upward and the transverse 
colon, downward. The posterior portion of the 
gastrocolic omentum thus is displaced down- 
ward, making possible identification of the mid- 
dle colic vessels and the superior mesenteric 
vessels where they emerge from beneath the 
inferior margin of the pancreas. The inferior 
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pancreatoduodenal artery is identified, ligated, 
and divided. Next, the right gastric vessels and 
the gastroduodenal artery are ligated just as they 
emerge from the hepatic artery, and the distal 
third of the stomach is transected. 

The line of resection then is continued along 
the upper border of the duodenum by severing 
the gastrohepatic ligament and exposing the 
common bile duct. The surgeon hopes that he 
can divide the duct approximately one inch (2.5 
cm) above the pancreas. He must be certain, 
however, that the lesion has not extended part 
way up the duct. If the lesion has so extended, 
it may be necessary to transect the common duct 
at the level of the bifurcation of the right and 
left hepatic ducts. If this is necessary, the gall- 
bladder must be removed also because the cystic 
duct must be severed. 

‘By dissection with the finger, the posterior 
wall of the pancreas is next gently separated 
from the underlying vessels and the pancreas is 
severed between two clamps placed across it. The 
left portion is freed posteriorly for a short dis- 
tance to facilitate its later implantation into the 
jejunum. Following this, the right portion of the 
pancreas is elevated and rotated to the right, 
exposing the superior mesenteric vessels. The 
veins between the pancreas and superior mesen- 
teric vein are then carefully clamped and ligated 
with fine silk. The duodenum and head of the 
pancreas are dissected away from the portal vein 
and superior mesenteric vessels, and the uncinate 
process is freed from its posterolateral position 
in relation to the superior mesenteric vessels. 
After these steps have been taken, traction on 
the duodenum will permit the upper part of the 
jejunum to slide under the superior mesenteric 
vessels through the opening usually occupied by 
the terminal portion of the duodenum. The lower 
end of the stomach, the head of the pancreas, 
the lower portion of the common bile duct, and 
all of the duodenum then are removed en bloc. 

Following this, gastrointestinal continuity is 
re-established. The cut end of the remaining por- 
tion of the pancreas then is implanted into the 
end of the jejunum and end-to-side choledocho- 
jejunostomy is performed a short distance to the 
side of the site of pancreaticojejunostomy. An 
end-to-side, posteolic, Polya type of anastomosis 
is made between the stomach and the jejunum. 
Usually all that has been described in this and 
the preceding three paragraphs can be accom- 
plished in one stage. 

In the postoperative period a Levine tube is 
left in the proximal limb of the jejunum until 
intestinal peristalsis has returned and the patient 
is passing gas by rectum. Fluids are administered 
intravenously, and electrolyte balance is main- 
tained, until the patient is able to take adequate 
fluids orally. Vitamin K, antibiotics, and trans- 
fusion of blood are used routinely during the 
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early postoperative period also. Penrose drains 
are left in place at the time of operation to 
facilitate drainage of any material that may 
collect in the abdomen. 

In a recent study!” at our institution, on pa- 
tients who had undergone pancreaticoduodenec- 
tomy, the five-year survival rate (survival after 
operation) was found to be 27% (10 of 37 traced 
patients). In the series, there were 19 patients 
with carcinoma of the head of the pancreas, of 
whom three survived five years; there were also 
13 with carcinoma of the ampullary region, of 
whom five lived five years; of the three patients 
whose carcinoma was of the duodenum, two lived 
five years. This therefore represents a five-year 
survival rate of 15.8° for carcinoma of the head 
of the pancreas; 38.4% for carcinoma of the 
ampulla, and 66.7% for carcinoma of the duo- 
denum. Of patients whose lesions were in the 
common duct or involved the stomach, none sur- 
vived five years after operation. Of 85 patients 
subjected to this procedure, 17 (20%) died in 
the hospital. 

An even more radical procedure, total pan- 
createctomy, has been mentioned twice in para- 
graphs on conditions other than pancreatic car- 
cinoma. However, for treatment of carcinoma of 
the pancreas also, this operation has been sug- 
gested by Parsons.*" Child and his co-workers,”! 
and McDermott,?2 working independently, have 
resected the portal vein in several cases in which 
it seemed necessary. They proved that the pro- 
vedure is compatible with life, but the results are 
not gratifying. 

Some principles emerge from a consideration 
of treatment for pancreatic carcinoma: Pancre- 
aticoduodenal resection is not justified as a pal- 
liative procedure. However, in cases in which 
resection can be effected with hope of cure, the 
pessimism with which this procedure has been 
viewed in the past is not justified. No form of 
nonsurgical treatment offers any hope of cure; 
therefore, without surgical interference, the dis- 
ease is 100% fatal. If, on the other hand, as has 
been pointed out here, patients can be offered a 
27% chance of five-year survival after operation, 
they should not be denied that chance. 
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Search and Research 


ESEARCH to some so-called investigators is like fashion. They follow the popular 

fields and shift as the fashion changes. A leader starts a new line of study, all 

the so-called researchers quickly follow. Fortunately, their number is small. We do not 
need many researchers; what we need today are searchers. 





414 


Louis N. Katz, M.D., in Journal of the American Medical Association, p. 1141, March 31, 1956. 
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rebdomiual “Jraauma 


VERY MAN has been confronted increasingly, 

particularly in our mechanized, fast-moving 
age, with the diagnostic and therapeutic prob- 
lems presented by direct or indirect trauma to 
the abdomen. I shall not belabor you with de- 
tailed charts and percentages, nor will I submit 
for commitment to your memories sets of diag- 
nostic criteria which purportedly follow injuries 
to certain viscera or sets of viscera within the 
abdomen. Rather do I prefer to emphasize certain 
physiopathologic changes that obtain with con- 
stancy, varying only in degree, when trauma oc- 
curs to the contents of the abdomen. Once diag- 
nosis is established, acceptable methods of ther- 
apy follow in logical sequence. Simply stated, the 
diagnosis of visceral injury means the diagnosis 
of peritonitis, either chemical, bacterial, or a 
combination of both. The confronting question 
is, “Is there persistent intra-abdominal hemor- 
rhage, perforation of a hollow viscus, or do both 
entities exist simultaneously ?” 

The blood vessels contain blood and all of the 
hollow viscera — stomach, duodenum, small in- 
testine, and urinary bladder — contain irritating 
secretions, the spilling of which initiates a severe 
inflammatory reaction in parietal and visceral 
peritoneum adjacent to the injured vessel or 
viscus. We do not mean to exclude the solid 
viscera, such as the liver, spleen, and even the 
pancreas, as peritonitis-producing factors; but, 
these viscera (the pancreas excepted) cause 
symptoms more from blood loss, especially early 
postrupture, than from pouring out of their ir- 
ritating chemical products. Let us consider, first, 
what happens when blood from even a small rup- 
ture of a vessel is present. 

This acts as a powerful chemical irritant, ini- 
tiating all the signs of acute peritoneal inflam- 
mation, namely, capillary dilatation, increased 
venous congestion, stasis, and the outpouring of 
leucocytes and plasma with its neutralizing fer- 
ments. If the hemorrhage is small and the rent 
in the injured vessel likewise small, so that 
bleeding stops promptly, then the symptoms and 
signs of this chemical peritonitis, pain, tender- 
ness and rigidity likewise promptly abate. If, 
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however, bleeding continues, then the signs of 
peritonitis are also progressive and general, al- 
though maximally intense in that particular ab- 
dominal area from whence the blood leaks. Thus, 
most intense would be upper abdominal signs if 
the loss of blood is from the spleen or liver, but 
present to a definite, but lesser degree, perhaps, 
in all other guadrants of the abdomen; the signs 
of shock from blood volume depletion follow only 
later and their early absence may be misleading. 

When the peritonitis is due to rupture of a 
hollow viscus, such as stomach or small bowel, the 
peritonitis is initially essentially chemical, pro- 
ducing signs and symptoms identical with free 
intraperitoneal blood. If such a perforated bowel 
remains undiagnosed for a protracted period, say 
from 12 to 24 hours, the peritonitis changes 
gradually to an invasive bacterial one, due to the 
continuous outpouring of intestinal content. It 
is this overwhelming infection which, if surgical 
treatment is delayed, kills the patient; and it 
should be stated now that intensive antibiotic 
therapy in the presence of perforation can never 
be a substitute for surgical intervention, and the 
surgeon who thereby attempts to underwrite his 
hesitancy, indecision and delay is salving his 
conscience and is guilty of gross derelection. 

It can be said that the diagnosis of ruptured 
abdominal viscera depends upon the recognition 
of the signs of peritonitis. But, and this is of 
vast and noteworthy import, there may be a 
LATENT PERIOD in which, especially in the case of 
hollow viscera, the signs of perforation are mini- 
mal or absent. 


FOLLOWING sudden, violent direct or indirect ab- 

dominal trauma, there is immediately a period 
of profound prostration and depression wherein 
all muscular activity of the patient is suppressed. 
This slowing of the muscular response is not 
limited to skeletal muscle, but includes the smooth 
muscle of the abdominal organs as well, regard- 
less of whether it be in the stomach, spleen, duo- 
denum, gallbladder, or urinary bladder. When the 
small intestine is torn after severe trauma its 
motility practically ceases. Microscopically, one 
would see interstitial rupture of capillaries with 
extravasation of blood, accompanied by local hy- 
poxia of the bowel wall. These factors all make 
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for intestinal standstill, and there may, therefore, 
be practically no spilling of intestinal content and 
thus no local peritonitis, and, accordingly, no 
signs of peritonitis, since early the degree of 
tenderness sigidity and pain are related to the 
chemical pe'itunitis produced by intestinal secre- 
tions. When the gut recovers, after a period of 
hours, from the local shock with its depressed mo- 
tility, peristalsis resumes, secretions are extruded, 
and, as a result, signs of peritonitis appear. 

Roentgenography, if properly evaluated and 
frequently discounted, may be an advantage in 
the diagnostic armamentarium. The presence of 
free air, fluid levels, gases in the bowel, and 
significant shadows of displaced organs is note- 
worthy and fortifying when present. When these 
radiologic criteria are absent, however, they may 
mean nothing, and, if leaned upon too heavily 
and accepted too literally, will prevent an other- 
wise urgently needed laparotomy. 

One would be remiss if he failed to state that 
the coexistence of associated thoracic, cranial and 
extremity injuries frequently complicates the ac- 
curate diagnosis of significant abdominal, vis- 
ceral injury and its effective treatment. Thus, 
multiple rib fractures may, and, in fact, almost 
invariably do, occasion abdominal signs, but here, 
although muscle spasm may occur, tenderness is 
always significantly absent and where tenderness 
is absent peritonitis does not usually exist, even 
though rigidity may be apparent. 

Once the diagnosis of visceral rupture has been 
made, surgical exploration must be prompt and 
complete, and the only delay permissible is a 
period long enough to insert the nasal-gastric 
tube and quickly begin the infusion of needed 
blood and solutions of sugar and electrolyte. If 
blood pressure and pulse rate are quite stable 
and shock is absent, spinal anesthesia, expertly 
given and judiciously managed, with its advan- 
tageous total abdominal relaxation, becomes a 
wonderful adjunct and expedites any complete 
abdominal exploration. On the other hand, if 
shock is present, then it is distinctly contra- 
indicated, and the inhalation, endotracheal type 
of anesthesia offers the safest insurance through 
the necessary laparotomy. 

In a general way, the making of the abdominal 
incision over the point of maximal abdominal 
tenderness will bring one directly over the area 
of maximal peritonitis and injury, and this in- 
cision should be most generous to permit un- 
restricted exploration of all other organs. 


Wwuat ONE does at operation depends, of course, 

on the nature and extent of damage. The 
liver generally need only be sutured with heavier 
sutures for compression. The introduction of 
foreign substances, such as oxycel should be 
studiously avoided, because they serve as a nidus 
for secondary infection with abscess formation. 
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A torn gallbladder certainly would be removed 
and not merely repaired. Wounds of the stomach 
and duodenum rarely need more than careful 
suture, and herniation of the stomach through 
its esophageal hiatus should be looked for and 
corrected, if present. 

One, of course, never repairs even the slightly 
damaged spleen. Splenectomy is always indicated. 
The jejunum and ileum frequently need only be 
sutured, but if damage to the bowel wall or the 
associated mesenteric vessels is great, resection 
is clearly indicated, may even be easier, and 
frequently is infinitely safer for the patient. 

I cannot urge you too greatly to consider, par- 
ticularly where the damage is great, resection in 
injuries of the colon. It is far safer to resect 
the colon and attain a workmanlike, anastamotic, 
primary union in definitely good tissue than to 
be content with questionably effective infoldings 
of the bowel wall in extensively bruised and 
lacerated colon wounds. Proximal colostomy is 
rarely, if ever, indicated, provided one’s anas- 
tamosis following resection is good. If colostomy 
is chosen in the injured colon as an adjunct to 
simple repair, one might properly conclude that 
it would have been better to have chosen resection 
in the first place. 

The use of the antibiotics postoperatively will 
be determined in large degree by the extent and 
duration of bacterial peritonitis at the time of 
exploration. If used, they should be given mas- 
sively and for at least a week. The homeopathic 
administration of the drugs for two or three days 
merely tends to attenuate the organisms, and, if 
discontinued too soon, may set the stage for de- 
layed abscess formation and excessively pro- 
longed infection. After surgery one may reason- 
ably expect an ileus for from. five to seven days, 
since the bowel rightfully remains peacefully 
quiet. Nasal suction is indicated, and, as inevita- 
ble distension disappears, may be stopped. In 
this interval, the need for adequate blood and 
parenteral fluids must be recognized. 


N A FEW pertinent, summarizing sentences, one 

might say that where the symptoms and signs 
of peritonitis, either local or general, exist fol- 
lowing abdominal trauma, or even where they 
are strongly suspected, exploratory laparotomy 
should be prompt and complete. More patients 
have been and will continue to be sacrificial sta- 
tistics if the surgeon insists that the signs and 
symptoms of serious intra-abdominal injury be 
classical before crystallizing suspicion into ac- 
tivity. Omission can be just as deadly as in- 
judicious commission. 


References 

1. Fuitz, C. THOMAS, and ALTEMEIER, WILLIAM: Delayed 
Rupture of the Spleen after Trauma. Surgery, 58:414, 1955. 

2. WauGuH, R. L., and Prior, J. A.: Traumatic Rupture of 
the Spleen with Delayed Hemorrhage. Surgery, 14:125, 1943. 


Industrial Medicine and Surgery 





se a 


XUM 


fr = - ef es a mM 


mR 


as 











The Cluneal Nerve Syndrome 


A DISTINCT TYPE OF LOW BACK PAIN 


E. K. STRONG, M.D., and J. C. DAVILA, M.D. 
Southern Pacific General Hospital, Department of Surgery 


San Francisco, California 


Fr 1946, while serving at an Overseas Station 
Hospital, the author became interested in the 
relationship of low back pain to the presence of 
tender subcutaneous fatty nodules such as those 
previously defined as ‘“episacroiliac lipomas” or 
“episacral fibrolipomas.” Two soldiers, intended 
for transfer to the Continental United States 
because of persistent, disabling low back pain, 
were relieved of symptoms by excision of such 
fatty nodules and returned to active duty status 
at their overseas station. Under the circumstances 
the results of the operative pro- 


Cases treated surgically since the latter date are 
not included in this paper, as a minimum six- 
month follow-up period is considered necessary 
for evaluation of results. Three of the early cases 
experienced recurrence of symptoms and under- 
went secondary surgery. These will be discussed 
later under operative procedure. Six patients had 
bilateral symptoms and were subjected to bi- 
lateral surgical treatment. Of the cases presented, 
39 operations were performed on 30 patients. No 
cases were operated upon during the period cov- 




















cedure were sufficiently impres- TABLE I. 
sive as to suggest further study. OPERATIVE CASES — CLUNEAL NERVE SYNDROME 
During the first year of the — THIRTY PATIENTS — THIRTY-NINE OPERATIONS 
- ‘ : chs Affected 
s ] : ‘ s ser x . 
a = patient oe Case No. Category Age Sex Height Weight Occupation Side 
ow bac dain as eir chie co ee Sea Poe ee 5 
- a ae . 1. FC SP IOD 4 °éM oT 185 Machinist Left 
complaint were admitted to the 2. WP SP 60 M wr 172 Exec. Sec’y. Left 
Southern Pacific General Hos- 3. FH sP 280 «FOB 3” 128 Clerk Right 
, i . 4. HD PGL 36 F wa 150 Bus Driver Right 
pital. One hundred and twenty- +5. HD PGL 36 4«O#F Oo 150 Bus Driver Right 
two of the total number were 6. SR SP IOD 49 M 5’ T%" 180 Conductor Right 
; tote ; *7, SR SP 10D 49 M  5°7%" 180 Conductor Right 
admitted to the general surgical js. Hc PGLIOD 39 M_ 5’10” 198 Car Washer Left 
ward for which the author is re- +9. HC PGL I0D 39 M 5/10” 198 Car Washer Right 
ee ms 10. CLB PGL IOD 42 M 5 170 Machinist Right 
sponsible, and of these 12 were #11. cLB PGL IOD 42 M587” 170 Machinist Right 
diagnosed as having the cluneal 12. GM PGL 52 M 5’ 9” 225 Mechanic Left 
ag ; ‘ > en See 13. CF SP 55 M83” 105 Baggage F’man. Right 
nerve syndrome. This incidence j14. cB SP 67 M 60" 228 ~— Carpenter Right 
of 9.8% is high, as several cases {1!5. CB SP “ = +e 228 Carpenter Lat 
: i ; 16. FEC P 56 M 6’ 0” 180 Salesman Right 
were admitted directly to this j17. TA SP 4 M 9 167 Track Laborer Right 
jarticular surgical ward from $18. TA SP 45 M of 167 Track Laborer Left 
rm re : : }19. RF SP 10D 56 M 56% 150  Switchman Right 
the outpatient department with j20. RF SP 10D 56 M  5°6%”" 150  Switchman Left 
the diagnosis established and s 21. AD SP 10D 32 M 5’ 84" 165 Sect. F’man. Left 
ag i wim es: SP IOD 49M 5/10” 170 +Brakeman Left 
by-passed the chance distribu-  ;23. HL SP 56 M60” 175 _ Boilermaker Left 
tion of admitted cases. A con- $24. HL SP 56 M 6’ 0” 175 Boilermaker Right 
deci corey 25. LG P 40¢«<“iaRr‘<CS;zxza ae 132 Owner Nite Club Right 
servative estimate indicates that 26. JP SP 63M  6°4%" 110  ‘Telegrapher Right 
‘ leas Re ( atients com- 27. AdP P 62 M 6/10” 160 Lumberman Right 
at : i. t 9% of P t ts 28. ED SP IOD 50 M — No record— Conductor Right 
plaining of low back pain and 29. Os.c SP IOD 55 = =M_—soBYlO” 135 Carman Left 
admitted to : eneral surgical 30. BW SP 10D 41 F 5’ 544" 155 Newsstand Oper. Right 
™ Jt as : g : 31. JS SP IOD 44M 5 8” 165 Sheet Metal W’k’r. Left 
ward caring for both industrial 39. MK SP 39 F 51%" 105 Clerk Left 
‘ 10ni strial cases il 33. CM SP IOD 31 M 5’ 5” 148 Truckman Right 
and ere ae ee te {34. JH SP 10D 49 M 60" 190 Brakeman Right 
found to fulfill the criteria neces- 135. JH SP I0D 49 M6 oO” 190  Brakeman Left 
sarv to a diagnosis of ¢ eal 36. EP RF 50 F 5’ 4” 145 Housewife Left 
sary to a diagnos clunea 37. JMc SP 48 M_ 5/10" 140 Shop Sup'’t. Right 
nerve syndrome. 38. Fr.H. SP 32 F 5’ 5” 98 Calculator Oper. Left 
Table I lists the cases diag- 39. EW bg 40 M 6’ 1” 230 Executive Left 
‘ * Recurrent cluneal nerve syndrome. 
nosed as having the cluneal nerve } Bilateral cluneal nerve syndrome. 
SV rome ; subjec sur- P Private patients. 
sy ndrome and su J cted to su SP and PGL Prepaid medical insurance patients with disability insurance. 
gical treatment between Febru- PGL IOD Industrial injury patients — State compensation laws. 
ary, 1952, and October, 1953 SP IOD Industrial injury patients — Federal compensation laws. 
y, 1952, A : 
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ered by this report and omitted from the series 
presented. Case numbers remain constant with 
regard to individual surgical cases throughout 
all the tables. 

The majority of the patients (25 of the total 
30) were seen in a hospital caring only for adult 
employees. The ages of patients with the cluneal 
nerve syndrome varied from 28 to 67; the average 
age was 47. Only four of the 30 cases presented 
were under 35 years of age; 22 were between 
35 and 60. 

No significance should be attached to the pre- 
ponderance of males in the cases listed in Table I, 
as the incidence of the cluneal nerve syndrome 
in 23 males as against seven females only mirrors 
the male-female admission ratio of the hospital 
where the cases were studied. Equally impor- 
tant in a negative sense was the fact that only 
one of the seven females — a bus driver — was 
occupied in a job possibly more strenuous than 
that of a housewife. From the cases presented, 
the cluneal nerve syndrome occurs with equal 
frequency in males and females. There is no 
apparent relationship to occupation. 

The cases listed in Table I under the category 
of SP-IOD (injured-on-duty) were employees 
subject to Federal rather than state labor laws 
and retained the right to file suit against their 
employer rather than to file complaint before 
the Industrial Accident Commission. Those ac- 
quainted with the care of industrial cases, par- 
ticularly such entities as postconcussion syn- 
drome, whiplash neck injuries, and low back 
pain, are well aware that evaluation of therapy 
is frequently a legal rather than a _ medical 
problem. 

Since evaluation of therapeutic results is not 
medically sound in this group, the injury-on- 
duty cases will be presented separately from the 
nonindustrial cases in the tables concerned with 
results. 


Review of Literature 

HE concept of a definite relationship between 

tender fatty nodules in the subcutaneous tis- 
sues of the lumbar and gluteal regions and low 
back pain is not new. In 1935 Reis! reported a 
case of a female patient cured of low back pain 
by extirpation of a tender fatty nodule which 
he defined as an “episacroiliac lipoma.” 

Sutro? in 1935 failed to demonstrate signifi- 
cant histopathological changes in “lumbosacroiliac 
nodules” excised in five cases. Copeman and 
Ackerman in 1944* defined the tender fatty nod- 
ules of the low back as “fibrositic nodules” and 
in 1947+ revised their definition to “herniations 
of fat lobules.” Herz in 1945° and 1946,° Moes’ in 
1947, and Katz and Berk® in 1950 contributed 
additional cases where symptomatic relief of low 
back pain was achieved by excision of tender 
subcutaneous fatty nodules. 
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RIGHT BUTTOCK 


Fig. |. 
Diagrammatic representation of superficial dissection 
of right buttock illustrating anatomical landmarks with 
relation to points of fascial emergence of the superior 
and medial cluneal nerves. Ls, Ly, L;: Dorsal spinous 
processes of respective lumbar vertebra. MGM: Medial 
attachment (origin) of gluteus maximus muscle at 
sacro-tuberous ligament. LDF: Lumbodorsal fascia, 
posterior lamina. LD: Latissimus dorsi. 1O: Internal 
oblique. EO: External oblique. PIC: Posterior iliac 
crest. SCN: Superior cluneal nerves. MCN: Medial 


cluneal nerves — variable in number. 


Steindler® in 1938 suggested that deep-seated 
causes of low back pain might be excluded where 
temporary relief of pain was obtained by super- 
ficial novocaine injections. 

In 1948 Orr, Mathers and Butt!” described five 
cases where confusing intra-abdominal symptoms 
were relieved by excision of tender fatty nodules 
in the low back. They outlined the concepts of 
referred pain and discussed the viscerospinal 
syndrome previously postulated by Sir Thomas 
Lewis,!! Ussher,'? Wills and Alsatt'® et al. And 
Dittrich'* in 1953 suggested deafferentiation of 
areas of fibrosed subfascial fat in the low back 
to achieve relief of both local and referred 
pain. 


Anatomy 
PIERSOL! describes the cluneal nerves (L. clunis, 
buttock) — also spelled clunical — as divided 


into three groups, the superior, the middle, and 
the inferior or lateral cluneal nerves (Fig. 1). 
For the purposes of this paper, the inferior 
cluneal group, which arises from the posterior 
femoral cutaneous nerve, may be ignored. The 
three superior cluneal nerves are the sensory 
branches of the dorsal rami of L,, Ls, and Lg. 
The lateral branches of the 5th lumbar nerve 
and first four sacral nerves unite in a series of 
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loops from which arise the two (or possibly 
three) medial cluneal nerves. 

The surgery performed on the cases reported 
has demonstrated several anatomical factors rela- 
tive to the cluneal nerves. The superior cluneal 
nerves emerge from the_ iliocostalis muscle 
through well-defined foramina. The point of 
emergence of these three nerves, which arise 
from the dorsal rami of L,, Ls, and Ls, is at the 
level of the dorsal spinous processes of Ls, Ls, 
and Ly, respectively. The dense fibrous aponeu- 
rosis of the iliocostalis is variable with regard to 
its cephalad extension so that in some instances 
the nerves emerge directly from muscle and in 
others one or more of the nerves emerge through 
the aponeurosis of the muscle. The cluneal nerves 
then pass in a caudal direction between the mus- 
cle and/or aponeurosis of the iliocostalis and the 
posterior lamina of the lumbodorsal fascia. They 
pass through well-defined ostia in this layer of 
dense fascia at variable levels so that in some 
cases a line drawn across the three ostia will lie 
transversely at the level of the dorsal spinous 
process of L, and in other cases such a line will 
define a 45° angle from the transverse, the medial 
extremity of the line being more caudally situated 
than the lateral. In such a case the medial of the 
three ostia may be at the level of the dorsal 
spinous process of L;. With the subject relaxed 
and prone, the point of emergence of a single 
selected superior cluneal nerve from the posterior 
lamina of the lumbodorsal fascia is always from 
0.5 to 1.5 cm caudad to the point of its emergence 
from the iliocostalis muscle or aponeurosis. If 
the subject be required to “arch” or dorsiflex 
his back, however, these points of emergence ap- 
proximate or actually overlie one another. 

The superior cluneal nerves are constantly lo- 
cated in the areolar tissue deep to the well-defined 
superficial fascia at the level of the posterior iliac 
crest. At this level they are large enough to be 
identified (Fig. 2). 

The medial cluneal nerves are so small that 
identification under operative conditions is usual- 
ly difficult. In several cases they were traced 
back through the extremely thin (almost mem- 
branous) gluteal fascia and the muscle fibers of 
the gluteus maximus near its origin to a well- 
defined point of emergence from the dense, un- 
yielding sacrotuberous ligament. 

From the point of emergence of the superior 
cluneal nerves from the iliocostalis muscle or 
aponeurosis and of the medial cluneal nerves 
from the sacrotuberous ligament these nerves 
‘-arry only sensory fibers to the skin of the but- 
tock. The entire superior or medial group may 
be sectioned without demonstrable anesthesia of 
the skin of the buttock. 

The superficial fascia of the lumbar back and 
medial portion of the buttock is constant and 
readily identified. 
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Fig. 2. 
Operative field illustrating mobilized mass of fibro- 
areolar tissue deep to superficial fascia at level of 
right posterior iliac crest. Early case (No. 6) in which 
middle branch of superior cluneal nerves (B) was 
"lysed" from surrounding stroma and left intact. Medial 
branch (A) and lateral branch (C) sectioned. Points 
of emergence from fascia not shown. 


Symptomatology 
OW BACK pain is the cardinal symptom of the 
cluneal nerve syndrome and was present in 
all of the 30 patients covered by this report. Of 
these the severity of the pain ranged from mild 
to extreme. The descriptions of severity of pain 
presented in Table II should be interpreted as 
follows: ‘Mild’ — annoying but not disabling 
either for work or recreation; there was one case 
with mild pain (2.5%). “Moderate” — pain sev- 
ere enough to result in partial to total disability 
depending on nature of work performed, 26 cases 


(66.6%). “Severe” — pain resulting in total 
working disability and hospitalization, eight cases 
(20.5°°). “Extreme” — pain requiring hospital 


bed rest and opiate sedation, three cases (7.6%). 

The back pain is usually constant and of a 
type difficult for the patient to describe. “Ache,” 
“pressure,” “nagging sensation,” and “something 
pushing on the bones” are descriptive terms used. 
The pain is rarely “sharp” or lancinating. Where 
aggravation occurs, it intensifies the original type 
of pain rather than altering it. Radiation of 
pain along the distribution of the cluneal nerves 
over the buttock and back of the hip is common 
(25 cases, 64.1%). This radiation, however, is 
usually as constant as the back pain and unlike 
the radiating pain of herniated intervertebral 
disc. Referred pain (Tables II and III) follow- 
ing the segmental distribution of the cluneal 
nerves involved (Fig. 3) occurred in 21 cases 
(53.8% ). Such pain in the groins or extremities 
is described as “spreading along here” or “burn- 
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(2) Actions aggravating back pain in order of importance. 


a) 


* Recurrent cluneal nerve syndrome. 


Symptom of maximum severity in Italics. 


} Bilateral cluneal nerve syndrome. 














ing” or “aching.” It is rarely sharp or stabbing. 

Localization of pain also is difficult for the 
patient. Using the back of the hand on the af- 
fected side, he rubs across his low back saying 
“all across here.” Where radiation is present he 


usually places his palm on the buttock of the af- 
fected side and says “and here.” This gesture 
is so common that the “palm-on-buttock” is a 
corroborative sign in this syndrome. The re- 
ferred pain is poorly outlined, but none of the 

cases described a stocking dis- 








TABLE Ill. 


REFERRED PAIN AND CLUNEAL NERVE SNYDROME 





Cases with Referred Pain. Patient Description of Location of 


of Spinal Segmental Involvement. Segmental Level of Nerves Identified at Surgery. 


>= tribution. The patients usually 
demonstrate the area of referred 

a ee pain by running their hand along 
the anterolateral aspect of the 


Histological Confirmation of Peripheral Nerve(s) in Tissue Removed at Surgery. thigh or down the back of the 
Postoperative Relief of Referred Pain. Anatomical Correlation of Segmental Dis- - . . 
. thigh to the calf. They give the 





tribution of Referred Pain and Neureciomy Performed. 
Described 
Location of Segmental Histolog- 
Case Referred Spinal Identification ical Con- 
Number Pain Segment at Surgery « firmation 
NON-INDUSTRIAL CASES 
4, Rack of rt. Se Li, Le, Lz No 
thigh to knee y 
12. Anterolateral Le, Ls, Li, Le, Ls, $1 Yes 


It. thigh to be- Si 
low knee. Back 


left heel 

+14. Rt. groin and li Li, Lz, Ls Yes 
suprapubic area : j 

$15. Anterior left L2, Ls, La, Le, Ls Yes 
thigh to knee : 

$17. Anterolateral Lz Ii, Le, Ls Yes 
right thigh 7 = 

+18. Anterolateral Le Li, Le Yes 
left thigh 

$24. Rt. groin and Li, Le Li, Le No 
ant. thigh to = 
knee 

25. Rt. knee and Se, Si Si, Se, Ss Yes 


plantar great toe 


26. Back rt. thigh Se S2, Ss No 
to below knee - 

32. Left heel S1 None No 

38. Back of It. Se, Le, Ls Yes 
thigh to calf. Ls - 


Front of It. 
thigh to knee 
39. Back left calf Se, Si Ss Yes 
and heel — 
INDUSTRIAL CASES 





+8. Left groin In Li, Le, Ls No 

19, Rt. groin and Li, Le En, Ls, Es Yes 
ant. thigh to vas 
knee 

10. Rt. groin and Li, Le, Le, L3 Yes 
ant. thigh to Ls >= 
below knee 

*11, Right groin li Ti Yes 
pain = 

21. Zack left thigh S2 Si, S2 Yes 

22. Posterolateral Lz Ls Yes 
left thigh = 

29. Back left thigh Se None No 
and leg 

30. Back right S2 Se Yes 
thigh — 

33. Anterior rt. Li, Le li Yes 


thigh to knee 
* Recurrent cluneal nerve syndrome. 
+ Bilateral cluneal nerve syndrome. 
@ 


Double underline = nerve identified as trigger and sectioned. 
(1) Knee pain believed intracapsular (rheumatoid) in origin. 
(2) Fascia stripped at level Si, S», S:. 


(3) Fascia not stripped. Only Ls, Ss sectioned. No true correlation. 
(4) Nerve sectioned at level sacrotuberous ligament. Possibly contained fibers from 


higher levels. See section on anatomy. 
(5) Fascia stripped and Li presumably cut. 
(6) Fascia level S:, S2 stripped. See Remarks, Table V. 


(7) Fascia stripped presumably cutting Li, Le, Ls. See Remarks, Table V. 


impression that they are search- 

Post- Anatom- ing for the pain by gently mas- 
operative ical Con- alestiden ae SES th “ ff t 1 
Relief firmation S@ging or squeezing the affectec 
area. But if given definite lay 
@annietes ONG term boundaries they do not hes- 
itate with “yes” and “no” an- 
swers. Only rarely is the patient 
aware of the presence of a trig- 


Complete Yes 


Completes Wes ger area in his back. 

; Various postures and actions 
No pain. Yes ? 
“Numb” aggravate the back pain, and 
feeling. where radiating or referred pain 
Complete Yes = ‘ P 

exists it is aggravated by the 

Complete Yes same postures and actions. As 
Cie: Die primary modes of aggravation of 
of groin pain, sitting was described by 
and leg. 7 c 
Complete Yes (1) 16 of the operative cases; bend- 
of great ing by 11 cases; lying by five 


cue Wen cases; walking by three cases; 

lie. eis lifting, riding in a car and “any 

Commieke Wa (3) motion” by one case each, and 
one stated no activity or posture 
aggravated his pain. 

Complete? (4) Of the 22 cases describing 
trauma related to onset of symp- 

Complete Yes (5) toms, 18 used terms such as 

Cee Se “sudden catch,” “jerk,” “twist,” 
and “snap.” The remaining four 


ie 2 indicated their symptoms devel- 
Groin Yes ‘ 


pain per- oped following a direct blow to 
oe the low back region. Four of the 
completely 14 cases who indicated no rela- 
i ar tionship between trauma and on- 


set of presenting symptoms gave 
hee = a past history of low back pain 
“50%” No related to trauma. 
Shoieisiiias, taal The average duration of the 


able (6) presenting symptoms was 6.2 


Complete Yes months; the mean was four 
None Unreli- months. 
able (7) Diagnoses made by consulting 


specialists with relation to the 


Segmental level of nerves identified at surgery. Single underline = nerve sectioned. back pain of the 30 individual 


eases were sufficiently diverse as 
to render them invalid of applica- 
bility to the definition of the 
syndrome. The back pain and 
leg pain were diagnosed as due 
to herniated intervertebral dise 
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LEFT LEG 
ANTERIOR POSTERIOR 


Fig. 3. 
Diagrammatic representation of sensory 
zones of lower extremity commonly involved in radi- 
ating or referred pain associated with cluneal nerve 
(After Spurling: Practical Neurological 
Diagnosis.) 


segmental 


syndrome. 


in four cases and the leg pain due to sciatica in 
two, and a tight iliotibial band in one. Eleven 
cases showed osteoarthritis of the lumbosacral 
spine by radiological examination, and one case 
had a spina bifida occulta. 

Back pain was ascribed to lumbosacral strain 
in four cases, chronic strain mechanism in two 
cases, an old fracture in one case, sacroiliac strain 
in one case, traumatic myositis in one case, and 
scoliosis in one case. 

Diagnoses of systemic illness other than as re- 
lated specifically to the back did not show any 
uniform pattern. Two cases had evidence of the 
loosely defined fibrositic diseases, and one had 
rheumatoid arthritis. Obesity was seen in five 
cases, hypothyroidism in four, genitourinary dis- 
case in four, peptic ulcer in four, diabetes in 
three, and essential hypertension, pseudohyper- 
trophic muscular dystrophy, multiple sclerosis, 
and carcinoma in one each, respectively. 

Specific disease of the low back and systemic 
disease potentially related to low back pain do 
not preclude the diagnosis of the cluneal nerve 
syndrome as a separate entity. 
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Physical Findings 
A CONSTANTLY located tender area no larger 
than two centimeters in diameter situated in 
the low lumbar or episacral areas is a requisite 
to the diagnosis of the cluneal nerve syndrome 
and occurred in all but one of the cases presented 
(Case 35, Table IV).* Injection of not more than 
2 cc of 1% procaine placed as carefully as possi- 
ble superficial to the deep fascia must eliminate 
the tender trigger and “almost all” or “all” of 
the back pain before the diagnosis of this syn- 
drome is established. Preferably relief should be 
obtained on at least two occasions. Where there 
is doubt as to the objectivity of the patient more 
than two injections should be administered (Case 
38, Table IV). Injection relief which lasts less 
than a half hour should be questioned. However, 
relief lasting beyond the usual absorptive time 
of the drug is common. This phenomenon, al- 
though recognized, is incompletely understood. 
Injection relief may be so pronounced as to make 
the examiner doubt the patient’s reliability 
(Cases 16, 19, 20, 32, Table IV), but experience 
teaches that bedridden patients with almost to- 
tal restriction of spinal mobility may be urged 
out of bed and find themselves capable of a com- 
plete range of painless spinal mobility following 
successful injection of a trigger area. Placebo 
injections were not used in this series, as this 
would only introduce an unknown variable. 
Aside from the constant trigger area, which 
is best located by firm, single fingertip pressure 
on the prone subject, and the injection relief of 
the trigger tenderness and back pain, no other 
objective finding is requisite to the diagnosis of 
this syndrome. A subcutaneous fatty nodule at 
the site of the trigger occurred in 20 of the cases 
(51%). Operative results were no more impres- 
sive in the group with such nodules than in that 
without. Body build varied from obese to as- 
thenic. Sixteen of the 30 individual cases (53% ) 
fell in the obese-stockv-muscular group, and 14 
(47%) were described as either average, thin, 
or asthenic. Normal posture with normal spinal 
curves was present in 27 of the 39 operative cases 
(69%), and where abnormalities of posture oc- 
curred they usually were related to concomitant 
low back or systemic disease. Restriction of spinal 
mobility by pain occurred in 24 cases (62%). 
All cases were examined for the usual evi- 
dences of intervertebral disc disease. Twenty- 
nine cases (74%) failed to show any abnormal 
reaction to any of these tests. Where abnormal 
reflex and skin sensitivity changes existed, they 
were explained by concomitant low back or neu- 
rological disease. 


*Case No. 35, Table IV, had no definite trigger and so did 
not fulfill the criteria necessary for a diagnosis of cluneal nerve 
syndrome. He obtained excellent postoperative relief. Far from 
disturbing, this case suggests that our diagnostic criteria are 
too stringent. At the present level of experience, however, they 
should not be relaxed. 
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{Bilateral cluneal nerve syndrome. 
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Physical findings corroborative of the diagno- Pathology 
sis of herniated intervertebral disc do not ex- ~ROSS pathological observations at the tiime of 
clude the additional diagnosis of cluneal nerve surgery upon cases of cluneal nerve syndrome 
syndrome. A patient may have both conditions are rewarding only in a negative sense. The na- 
(Case 16, Table IV), and the majority of his ture of the surgery, with meticulous stripping of 
symptoms may be due to the latter as evidenced a mass of areolar tissue from the under surface 
by injection (and operative) relief. of the superficial fascia and the superficial aspect 
TABLE IV. 
PHYSICAL FINDINGS IN CLUNEAL NERVE SYNDROME 
Restricted Subcutaneous 
Case Body Spinal Nodule at Constant Other Trigger 
Number Build Posture Mobility Trigger Trigger Pertinent Findings Injection Relief Remarks 
i, Stocky Normal Moderate Yes Yes None 100% 3 hrs. 

2g. Mod. obese Pelvic tilt Yes Yes Yes Lumbar muscle spasm 100% 48 hrs. 

3. Average Normal No Yes Yes None 100% 2 hrs. 

4. Mod. obese Normal No Yes Yes None 100% 24 hrs. 

#5, Mod. obese Normal No No. Scar Yes None 100% 2-3 hrs. 

6. Stocky Exaggerated No Yes Yes None 100% 18 hrs. Posture due to 

erect muse. dystrephy 

7, Stocky Exaggerated No No. Sear Yes None 100% 2 hrs. 

erect 

+8. Muscular Normal Yes Yes Yes None 100% 24 hrs. 

+9. Muscular Normal Yes Yes Yes None 100% 20 hrs. 

10. Stocky Normal Yes Yes Yes None 90% 2 hrs. 

*11, Stocky Normal Yes No. Scar Yes None 100% 2 hrs. 
| 12. Stocky, Normal Yes Yes Yes None 100% 4 hrs. 
} obese 
| 1a Thin Normal No Yes Yes None Not injected. Nodule was meta- 
static carcinoma 
14. Obese Stooped Yes No Yes None 90% 12 hrs. 
+15. Obese Stooped Yes No Yes None 100% 18 hrs. 

16. Average Bedridden Yes Yes Yes Muscular spasm. Posi- 100% 4 hrs. Diag. Dise La, Ls. 
tive straight leg raising; Forward bending 
decreased patellar reflex fingers to floor 

after injection 

+17. Stocky Pelvic tilt Yes Yes Yes None 100% 2 hrs. 

$18. Stocky Pelvic tilt Yes Yes Yes None 100% 1 hr. 

$19. Average Stooped Yes No Yes Flattened lumbar 100% 2 hrs. To treatment room 

curve in wheelchair. 

After injection, 
walk in park 

$20. Average Stooped Yes No Yes Flattened lumbar curve 90% ™% hr. 

21 Average Normal Yes No Yes Pos. Lasegue and 
straight leg raising 

22 Thin Normal No No Yes None 100% % hr. 

$23 Thin Normal Yes No Yes None 100% 2 hrs. Ist injec. 50% 
relief. Full range 
painless motion 
after injection 

$24. Thin Normal Yes No Yes None 100% 2 hrs. 
25. Stocky Normal No Yes Yes None 90% 4 hrs. 
26. Thin Normal No Yes Yes None 100% 1 hr. 
‘ 27. Thin Normal No No Yes None 100% 24 hrs. “First night’s sleep 
2 weeks” 

28. Obese Normal Yes No Yes None 90% 2 hrs. 

29. Asthenic Normal Yes No Yes Decreased patellar 1.50% 1 hr. First injection re- 
. reflex. ‘“Stocking”’ 2.100% 1 hr. lieved leg pain, but 
l : hypaesthesia entire leg not back pain 

30. Obese Normal No Yes Yes None 100% 24 hrs. 
3 31. Average Pelvic tilt Yes No Yes Right lumbar muscle 100% 2 hrs. 

spasm 

7 32. Average Bedridden Yes Yes Yes Bilateral muscle 1.50% 1 hr. Full range painless 
t spasm 2.100% 2 hrs. motion after second 
] injection 
33 Stocky Normal No Yes Yes None 100% 1 hr. 

34. Muscular Normal No No Yes None 100% 2 hrs. 

’ }35. Muscular Normal No No No None Not injected. 2nd operation at in- 
sistence of patient. 
- “Just do the same 
1 thing on other side” 
36. Moderately Normal Yes No. Sear Yes None 100% 18 hrs. Sear from excision 
] obese of “lipoma” by 
a another M.D. 2 yrs. 
’ bef. 
vefore 
[- | 37. Thin Kyphus D-12 No Yes Yes None 100% 2 hrs. 
| 38. Asthenic Bedridden Yes No Yes Bilateral ankle clonus. 100% 48 hrs. Concomitant diag. 
Decreased pain and multiple sclerosis. 
vibratory sense, It. leg. Injection repeated 
id Decreased motor 3 times with same 
ve strength, It. leg. result 
m 39. Obese Normal Yes Yes Yes 34” atrophy, left thigh 100% 6 hrs. 
re *Recurrent cluneal nerve syndrome. 
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of the deep fascia, results in the 
development of a pseudoencap- 
sulated mass of fat. If such a 
specimen be sent to the patholo- 
gist labeled ‘‘episacroiliac lipo- 
ma,” he will render a report of 
“lipoma, subcutaneous tissues, 
episacroiliac region” through no 
fault of his own. Lipomas occur 
in the low back as they do else- 
where, but the nodules palpable 
at the trigger site in 51% of 
our cases were not true lipomas. 

The supporting fibrous stroma 
of the areolar tissue deep to the 
superficial fascia of the low back 
varies in the individual case, but 
is usually more dense than that 
found over the abdomen and ex- 
tremities. The tedious dissection 
through this tissue in a search 
for small nerve fibers may result 
in misleading sculptured arti- 
facts. Critical analysis of the 
surgical findings has failed to 
demonstrate the existence of her- 
niations of fat through the deep 
fascia. If herniation of fat nod- 
ules between or through the fas- 
ciculations of the laminated and 
fenestrated superficial fascia oc- 
curs it has escaped our attention. 

The one pertinent gross obser- 
vation is a physiological rather 
than a pathological one. Several 
relatively thin patients had trig- 
ger points which could be lo- 
calized to a spot the diameter of a 
lead pencil eraser. With a cross- 
hatch on the operative wound to mark the trigger, 
two- to three-centimeter segments of the superior 
cluneal nerves were dissected free of areolar tis- 
sue and left exposed and unanesthetized on the 
surface of the deep fascia. Blunt fingertip pres- 
sure on the nerve underlying the cross-hatch or 
trigger spot produced pain while equal pressure 
on the other two nerves produced only a mildly 
uncomfortable sensation (like leaning back in 
a hard chair). This suggests that the trigger 
nerve had become hypersensitized. 

The tissue removed at surgery was studied by 
the same pathologist in all but five cases. In all 
cases the pathologist was specifically requested 
to search for histological abnormalities of the 
fibro-fatty mass excised and of the nerves where 
found and marked. 

The largest elliptical mass of tissue excised 
measured 11 x 8 x 3.2 cm, and the average speci- 
men measured 5 x 3 x 1.5 cm. 

In some cases nerves were identified only by the 
reaction of the patient as the deep fascia was 


fat cells. 
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Fig. 4 


Photomicrographs illustrating histopathological changes of areolar tissue 
between superficial and deep fascia of the low back. Tissue excised at 
operation upon cases of cluneal nerve syndrome. A. Variation in size of 
Round cell infiltration. 
that considered normal. B. Large spaces containing multinucleated giant 
cells occurring among otherwise normal fat cells. C. Variability in size and 
elongated shape of fat cells. 
tissue surrounded by fibrous stroma considered excessive in relation to that 


Hyalin connective tissue increase over 


D. (Weil myelin stain) Normal peripheral 
expected in subcutaneous areolar tissue. 


stripped. In other cases, particularly the early 
ones, nerves were grossly identified but not 
marked for histological confirmation. Peripheral 
nerve tissue was reported by the pathologist in 
19 of the 39 operative cases. Routine and special 
stains revealed no abnormality of the specimens 
of peripheral nerves. In one case (No. 36) the 
histological diagnosis of “inflammation, perineu- 
ral tissue, chronic, mild’ was made. This patient 
had had previous surgery in the same area, and 
the tissue changes noted were thought related 
to that surgery. 

The fibro-fatty tissue specimens showed ab- 
normalities worthy of description in only nine 
cases, and one of these (No. 13) was metastatic 
adenocarcinoma. The abnormalities observed 
(Fig. 4) were nonspecific, mild to moderate, de- 
generative changes of fat cells, localized infil- 
trations of lymphocytes and plasma cells, and 
increase in hyalin fibrous tissue stroma over that 
considered normal. At the present the “normal” 
stromal architecture of the subcutaneous areolar 
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tissue of the low back in various ages is un- 
known. Therefore the statement that the fibrous 
stroma is moderately increased is open to ques- 
tion. It is a clinicopathological impression, not 
the outright objective diagnosis of the patholo- 
gist. The inflammatory cellular infiltrates of Fig. 
4-A and the giant cells of Fig. 4-B are definite 
abnormalities of unknown significance. The hya- 
lin stroma surrounding the neural tissue in Fig. 
4-D is more dense than that expected in subcu- 
taneous areolar tissue surrounding a sensory 
nerve. 

Two cases had very definite pathological evi- 
dence of areolar tissue abnormality. Case No. 6 
sustained a severe direct trauma injury to his 
low back 10 weeks prior to surgery. The areolar 
tissue specimen showed small cystic areas filled 
with creamy fluid which was cultured and found 
sterile. Histologically this specimen was de- 
scribed as showing ‘areas of fat necrosis with 
erganization.”’ Case No. 25 received a direct blow 
to the low back 10 years prior to her operation. 
The fibro-fatty specimen excised was described 
as follows: “Specimen consists of a 9.5 x 3.5 x 2 
cm mass of normal fat. Attached to the specimen 
is a strand of tissue 4 cm long marked by a su- 
ture. In one portion of the specimen is a 0.5 cm 
diameter calcified cystic structure.” The histo- 
logical diagnosis was: “Calcified cyst of subcu- 
taneous tissue, fat and nerve.” 

Based on our inadequate understanding of the 
normal histology of the subcutaneous tissues of 
the low back, histopathological studies of speci- 
mens excised in the 39 operative cases of cluneal 
nerve syndrome presented fail to reveal a statis- 
tically significant characteristic abnormality. 


Treatment 
ONCE the diagnosis of cluneal nerve syndrome 
has been established, surgical treatment is 
offered the patient. It is suggestive of the fail- 
ure of other forms of treatment that only three 
cases diagnosed as having this syndrome refused 
surgery during the two and a half years of the 
study. The steps of the surgical procedure were 
established as follows: 

1. Preoperative medication: nembutal sodium 
gr 114, and morphine sulfate gr 1/6. 

2. An intradermal wheal of 1% procaine is 
raised over the trigger and a vertical cross-hatch 
mark made. 

3. One percent procaine with two or three 
drops of 1:1,000 epinephrine per 30 cc is used to 
raise an intradermal wheal 1 cm wide by 8-10 cm 
long transversely across and centered upon the 
trigger. No further anesthetic agent is used un- 
less absolutely necessary until the nerves have 
been identified and are to be sectioned. 

4. Numbers 60 and 40 cotton suture and liga- 
ture material is used throughout the procedure. 

5. An 8-9 cm transverse incision is made 


September, 1957 


through the anesthetized skin and carried to the 
readily defined superficial fascia. 

6. The trigger is checked and its location 
compared with the cross-hatch on the wound. It 
should remain constant. 

7. The superficial fascia is incised and spe- 
cific attention directed toward observation of fat 
herniation. It is then stripped away from the 
underlying areolar tissue 2-3 cm in a cephalad 
direction. Small vessels, usually accompanied by 
sensory nerve filaments, are decisively clamped 
and sectioned. Scraping with the scalpel blade is 
more unpleasant to the patient. 

8. The areolar tissue deep to the superficial 
fascia is cut across down to the deep fascia and 
carefully stripped from it in a caudad direction. 
During this maneuver the cluneal nerves will 
be encountered emerging from the lumbodorsal 
or gluteal fascia. Depending on the cooperation 
of the patient, a greater or lesser length of nerve 
is dissected free of the adipose mass which it 
enters. If, in the case of the superior cluneal 
nerves, all three branches are isolated they are 
identified by their position, the most lateral be- 
ing the sensory branch of the dorsal ramus of 
L,, the middle L., and the most medial being Ls. 
If less than three superior cluneal nerves are 
found, or if the surgery is directed at the medial 
cluneal nerve group, identification is made less 
eccurately by the level at which the nerve emerges 
from the fascia, L, emerging at the level of the 
spinous process of Ls, Ly at Ly, Ls at Ly, and 
S,-S. at the level of S.. 

9. A ligature is passed about each isolated 
nerve and all retractors are removed from the 
wound which is allowed to collapse. The ligatures 
are gently pulled out through the wound perpen- 
dicular to the skin surface, and the one lying 
closest to the trigger cross hatch-mark noted. 
With the wound edge then retracted and with 
the nerves lying free and not blocked by pro- 
caine on the surface of the deep fascia, pres- 
sure is applied with the fingertip upon the nerves 
individually. If such pressure on one nerve is 
painful to the patient and pressure on the other 
two nerves is only mildly uncomfortable, and if 
the ligature of the more sensitive of the three 
nerves was the one which lay nearest the trigger 
cross-hatch mark, then that nerve is labeled the 
trigger nerve. 

10. If only one or two nerves can be found the 
painful response to trigger pressure is not ab- 
solute until pressure has been applied to the 
deep fascia with the isolated nerves “tented up” 
or otherwise moved aside. Where pain is still 
elicited under these conditions, the deep fascia 
is opened in the direction of its fibers and a 
search made for another cluneal nerve passing 
between the iliocostalis muscle and the lumbar 
fascia to a point of emergence caudad to the field 
under observation. 
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} Bilateral cluneal nerve syndrome. 





11. With as many nerves identified as possible 
and the trigger nerve identified when it can be, 
further anesthetic agent is administered, the 
nerves are pulled from muscle or fascial ostia, 
clamped, ligated with No. 60 cotton, sectioned, 
and allowed to retract. All fascial incisions are 
repaired. 

12. The areolar tissue mobilized during the 
dissection and search for nerves is then removed 
en masse and the deep fascia stripped bare of 
overlying areolar tissue so that nerve filaments 
not identified will be sacrificed for an area 3-4 
cm in radius centered over the trigger. 

13. Following hemostasis and wound irriga- 
tion, the wound is closed with interrupted sutures 
in the superficial fascia and skin. The dead space 
is not closed by suturing superficial to deep 
fascia. A pressure dressing is applied, and the 
patient is instructed to lie on the wound as much 
as possible for the first 18 postoperative hours. 

This detailed operative procedure is probably 
not necessary to obtain good operative results. 
Simple removal of a sufficiently large mass of 
areolar tissue deep to the superficial fascia cen- 
tered over the trigger area will produce effective 
deafferentiation. Caution developed early in this 
study, however, with the recurrence of symptoms 
in three patients. Initially, all three superior 
cluneal nerves were not sectioned. Two nerves 
were sectioned and one “lysed” free of areolar 
tissue (Fig. 2) and left in situ. With recurrence 
of symptoms a trigger existed in or just above 
the operative scar, and permanent relief was ob- 
tained by reoperation and division of the re- 
maining superior cluneal nerve at its point of 
emergence from the deep fascia. 

Whenever possible the cluneal nerves should be 
identified and sectioned so that their stumps will 
retract back through the deep fascia. 

Wound effusion requiring aspiration occurred 
in six cases. Antibiotics were not used, and no 
wound infections occurred. Small areas of hyp- 
esthesia could be demonstrated in most cases in- 
terior and lateral to the operative scar. Anes- 
thesia did not occur. 


Results 

PERATIVE results (Table V) were called ‘“ex- 

cellent”? where follow-up extended beyond six 
months; where return to work was under 31 days 
postoperative unless delayed for a clearly justified 
reason; where no further loss of working time 
due to back pain followed the postoperative re- 
turn to work; where stated relief of back, radi- 
ating, and referred pain was complete; and where 
no recurrence of pain developed. Omitting the 
cases with incomplete follow-up, 15 of 19 non- 
industrial operative cases (78%) had excellent 
postoperative results, and five of 16 industrial 
cases (31%) had similar results. If the un- 
reliable results be omitted from the industrial 
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cases, five of the eight remaining cases (63%) 
obtained excellent results. 

Good results were defined with the same cri- 
teria as “excellent” excepting for statements by 
the patient indicating relief of back, or radiating, 
or referred pain was between 75 and 100% of 
complete. Two nonindustrial cases (11%) and 
two industrial (13°) obtained good results. 
Omitting unreliable cases from the industrial 
group, the two good results represent 25% of 
the operative cases. 

Fair results were those in which some im- 
provement but less than 75% of complete relief 
was obtained. There was one nonindustrial case 
(5% ). There were no cases in which no benefit 
was derived from operative treatment (except 
possibly in the “unreliable” industrial group). 

Two of the three cases labeled ‘Recurrent 
Cluneal Nerve Syndrome” on all the tables were 
defined as having temporary results following 
surgery. One of these was nonindustrial (5%) 
and one industrial (6%). Omitting the unreliable 
industrial cases, the one temporary result con- 
stituted 13% of the operative industrial cases. 
The third recurrent case (Case No. 10 and Case 
No. 11, Table V) was defined as having a good 
result following his first operation because, de- 
spite persistence of referred pain to the groin, 
he returned to work without back or leg pain. 
The second operation produced relief of the re- 
ferred groin pain. 

In summary, of 19 operative nonindustrial 
cases with adequate follow-up, 79% achieved ex- 
cellent postoperative results, 11% good results, 
5% fair results, and 5% temporary results. Of 
the industrial cases, 50% had unreliable results, 
21% had excellent results, 13% had good results, 
and 6% had temporary results. With the un- 
reliable cases excluded from the industrial series, 
63% had excellent results, 25% had good results, 
and 13% had temporary results. Thus 79% of 
nonindustrial and 63% of reliably evaluated in- 
dustrial cases achieved complete symptomatic 
relief of low back pain and of radiating and 
referred pain where present following surgi- 
cal deafferentiation of the trigger area. This 
symptomatic relief has continued for a minimal 
follow-up period of six months in all cases. 

Relief of referred pain following surgery in 
the cluneal nerve syndrome is illustrated in de- 
tail in Table III. With the present trend toward 
automatic assumption of the presence of a her- 
niated intervertebral disc in a patient with low 
back and leg pain, it is important to emphasize 
that leg pain may exist with back pain on a 
referred rather than a radiation basis. Twenty- 
one of the 39 operative cases here reported com- 
plained of groin and/or leg pain in addition to 
back pain, and, with the exception of three of the 
“unreliable” industrial cases, all experienced 
symptomatic relief following surgery. 
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Obviously there are difficulties in exact corre- 
lation between the described location of referred 
pain and interpretation of spinal segment in- 
volvement. Segmental identification of the su- 
perior cluneal nerves can be nearly exact at 
surgery, but such identification of the medial 
nerves is an indirect estimate using bony land- 
marks as a guide. Nevertheless, when anatomical 
confirmation between interpreted spinal seg- 
mental involvement and segmental identification 
at surgery is present in 72% of operative cases 
obtaining postoperative relief of referred pain, 
then more than coincidence exists. 


Comment 

“HE following theoretical interpretation of our 

observations is attempted with the hope that 
critical interest may be stimulated in others. 

The distinct type of back pain with which this 
report is concerned has been titled cluneal nerve 
syndrome, as these are the sensory nerves sup- 
plying the areas of trigger tenderness and, re- 
gardless of etiology, therapy is directed at de- 
afferentiation or section of the sensory nerves to 
the trigger. The various titles related to tender 
subcutaneous nodules have been abandoned, as 
the clinical picture of the syndrome may exist 
in the absence of such nodules (49% of our 
cases). The trigger is related to the nerves — 
not to a macroscopic nodule. 

Where a subcutaneous nodule exists we feel 
its boundaries are not those of a fascial hernia, 
but a pseudocapsule of abnormally increased 
fascial and stromal fibrous connective tissue. 
When such a nodule is tender, one or more of 
the cluneal nerves has become enmeshed by this 
increased stroma (Fig. 4 D). The nodules are 
coincidental to the increase in fibrous stroma and 
not otherwise causally related to the syndrome. 

Histological evidence of definite increase in 
stroma of the fat of the low back was not found 
in a sufficiently high percentage of our cases to 
warrant absolute certainty that such “fibrosis” 
is part of the cluneal nerve syndrome. The bor- 
ders between average stroma, indefinitely in- 
creased stroma, and definitely increased stroma 
are nebulous. The increase is a matter of degree. 
The pathologist rightfully describes only the 
extreme. On the other hand, some patients with 
definite increase in fibrous stroma did have all the 
findings requisite to the diagnosis of the cluneal 
nerve syndrome. Patient No. 6 and 7 fell from 
a moving train, striking the small of his back 
across a rail. He was seen soon after his injury, 
at which time there was extensive ecchymosis 
over the lumbosacral area with subcutaneous 
fluctuation compatible with the diagnostic im- 
pression of hematoma or traumatic fat necrosis 
and liquefaction. His tenderness was diffuse. 
There was no trigger. Over a two-month period 
fluctuation disappeared, a firm, tender subcuta- 
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neous nodule developed, and the tenderness grew 
more and more localized to a trigger point. This 
patient and two others (No. 4 and 5, No. 10 and 
11) were subjected to section of only two of the 
three superior cluneal nerves. Following tempo- 
rary relief, symptoms recurred. Triggers existed 
in or immediately adjacent to the operative scars. 
There was definite increase in fibrous stroma in 
these cases, there was a trigger, there was no 
fat hernia. Case No. 13 had a trigger adjacent 
to a mass of metastatic carcinoma arising from 
the posterior iliac crest. There was definite in- 
crease in fibrous stroma surrounding the tumor 
and incorporating the superior cluneal nerves. 
There was no fat hernia. 

Let us assume for the moment that cases with 
the cluneal nerve syndrome have developed an 
increase in fibrous stroma in the areolar tissue 
of the low back, whether due to violent direct 
trauma, surgical trauma, or the wear-and-tear 
trauma of daily living, and turn to the trigger. 
With the surgical technique used, the trigger 
point was consistently found at the point of 
emergence of one of the cluneal nerves from its 
muscular or fascial ostia. If there was a tender 
fatty nodule at a trigger point, it overlaid such a 
point of emergence. Just as the supraorbital 
nerve may be compressed between the examining 
finger and bone at its point of emergence from 
the skull, so can the cluneal nerves be com- 
pressed at their points of emergence from dense 
fascia or firm muscle. Pressure on a trigger point 
elicits a response of pain. Equal pressure over 
the corresponding anatomical area of the un- 
affected side does not produce pain. Pressure on 
an exposed trigger nerve produces pain, while 
equal pressure on a similarly exposed nearby 
cluneal nerve produces only: an uncomfortable 
sensation. Presumably the trigger nerve has be- 
come physiologically hypersensitized. 

A sensory nerve fiber may be mechanically 
stimulated anywhere along its length. If the 
stimulus be sufficient a nerve impulse may be 
transmitted from the point of stimulation, and 
the conscious sensation is usually one of pain 
regardless of receptor organs supplied by the 
nerve. Traction in itself constitutes a mechanical 
stimulus. Traction of sufficient magnitude on an 
afferent nerve produces a painful response. Any 
mechanical stimulus (traction included) of sub- 
threshold intensity may, if maintained, produce 
a conscious response of pain by summation of 
inadequate stimuli. 

If the concept of increase in fibrous stroma of 
the subcutaneous tissues of the low back be ac- 
cepted along with partial to complete immobiliza- 
tion of the sensory nerves that pass through 
these tissues, then the clinical observation that 
sitting and bending are the actions most con- 
ducive to aggravation of symptoms becomes per- 
tinent. Forward flexion of the back mechanically 
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increases tension upon the soft tissues of the 
back. Just as the tenderness of a painful opera- 
tive scar is increased when tension is applied to 
it, so the low back pain of the cluneal nerve 
syndrome is aggravated by motions which in- 
crease the tension of the tissues through which 
the immobilized cluneal nerves pass. Presumably 
there is sufficient tension upon the affected clu- 
neal nerves under all postural conditions to main- 
tain them in a hypersensitized state with a con- 
tinuous, conscious response to what ordinarily 
would be subthreshold stimuli. 

The prolonged relief to procaine injection be- 
yond normal time of procaine absorption observed 
in many cases (Table IV) may be related to 
temporary dehypersensitization with a resullant 
delay in summation of inadequate stimuli to the 
point of threshold stimulus. 

For the present, our theory of the etiology of 
low back pain related to constantly located tender 
trigger areas is that day-by-day traumata or 
violent direct trauma initiates degenerative 
changes in the subcutaneous areolar tissue of the 
low back. These changes are followed by moderate 
to extreme increase in fibrous stroma similar to 
that seen in wound healing with consequent 
partial to complete local immobilization of sen- 
sory nerves traversing the involved tissues. The 
physical dynamics of the back then predispose 
to hypersensitization of the immobilized sensory 
nerves by the mechanical stimulus of tension. The 
point along the course of the hypersensitized 
nerve anatomically most suitable for nerve fiber 
stimulation by compression of the examining 
finger (the point of emergence of the nerve from 
dense fascia) becomes a trigger. Activity which 
increases the tension of the soft tissues of the 
back produces aggravation of the clinical symp- 
toms. Referred pain follows the segmental dis- 
tribution of the somatic level of the branch of 
the spinal nerve involved. 

The treatment of this type of back pain — 
which we have titled the cluneal nerve syn- 
drome — is surgical deafferentiation of the trig- 
ger area of tenderness or cluneal neurectomy. 


Summary 
A SERIES of 30 patients with low back pain of 
a distinct type is presented. Symptoms and 
objective findings are discussed and summarized. 
Diagnostic criteria of the distinct type of back 
pain discussed and defined as due to the cluneal 
nerve syndrome are itemized. Specific attention 
is directed at the referred groin and lower ex- 
tremity pain often coexistent with the low back 
pain. A tedious but simple operative procedure 
designed for the treatment of this form of back 
pain is outlined. Six of the 30 patients presented 
had bilateral and three recurrent symptoms, so 
that 39 operative procedures were performed on 
the 30 patients. 
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Twenty-eight patients (35 operative cases) 
had adequate follow-up for six or more months 
following surgical treatment. Of nonindustrial 
cases, 79% had excellent and 11% good thera- 
peutic results; and of reliable industrial cases, 
69% had excellent and 13% good results. 

Pertinent literature is reviewed, and the at- 
tempt at definition of etiology is presented as 
based on anatomical and histopathological ob- 
servations described. Emphasis is placed on treat- 
ment with factual results rather than upon theo- 
retical etiology. 


Conclusion 
OW BACK pain, often with concomitant referred 
leg pain, exists as a distinct clinical entity 
when associated with the presence of a constantly 
located trigger point of tenderness situated in 
the paravertebral-lumbar and episacral regions 
of the back. 

Temporary relief of back and leg pain is ob- 
tained by procaine injection of the trigger. Per- 
manent 75-100% relief of pain can be expected 
to follow surgical deafferentiation of the trigger 
area in 90% of cases without threat of serious 
complication. 

Low back pain of this type, which occurred 
with an incidence of 9.8% during the first year 
of the study reported, presents symptomatology, 
findings, and response to therapy sufficiently con- 
stant as to warrant classification as a syndrome. 
As the cluneal nerves are the sensory branches 
of the dorsal rami of the spinal nerves sectioned 
to effect deafferentiation of the trigger areas, 
the title ‘‘Cluneal Nerve Syndrome” is offered. 

(490 Post Street — Dr. Strong.) 
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in Dental Compensation Claims 


HE DENTIST’S reluctance to express an opinion 
concerning the application of the workmen’s 
compensation law to a particular case is well 
known to the dental profession. The cause is evi- 
dent: lack of available information on the subject. 
The compensation law concerning dental and 
jaw injuries varies in each state. In some states, 
a law specifically relating to dental and jaw in- 
juries simply does not exist; hence, an opinion 
rendered by a dentist under this condition be- 
comes controversial. In the average case, there- 
fore, a direct opinion is avoided. 

However, the dentist should familiarize himself 
with the provisions of the law in his particular 
state. If there are no definite specifications con- 
cerning dental and jaw injuries, he should study 
opinions and interpretations already on record 
which have been rendered in previous cases. 
These are usually available in the local law 
library. 

When an opinion can be built on a foundation 
of fact and precedent, it can stand up under the 
weight of questioning. When no definite laws 
exist, however, the rating of an injury becomes 
“one man’s opinion” and immediately subject to 
dispute. 

Each case must be thoroughly examined and 
completely prepared by the dentist, who may be 
requested to give an opinion concerning such 
factors as extent of injury and prognosis, and to 
testify later. Therefore, when the case does go 
to court, the dentist’s opinion should be logical 
and scientific, but phrased in language laymen 
can readily understand. 

The dental examination should lead to a com- 
plete and detailed description of dental and oral 
issue. It should include not as few roentgeno- 
grams as possible, but rather as many as may be 
necessary to establish a diagnosis that will stand 
up under cross-examination by opposing counsel. 
The examination should enable the dentist to 
furnish intelligent answers to questions pro- 
ferred by a presiding referee in compensation 
or by a judge in a civil court. 





Presented at the Fourteenth Annual Meeting of the AMERICAN 
ASSOCIATION OF INDUSTRIAL DENTISTS, National Industrial Health 
Conference, St. Louis, April 23, 1957. 
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Newark, New Jersey 


The examination should include every tooth in- 
volved in the claim and distant thereto. The 
findings should be presented in detail, i.e., clas- 
sification of caries present in each tooth; type 
of restorations and of materials used for them; 
presence and extent of damage to fillings or tooth 
structure in the area of injury as the result of 
the industrial trauma; abnormal position of any 
natural teeth; and an opinion noted if such mal- 
position in the area of claim was caused by the 
accident; firmness of teeth in the sockets; con- 
dition of the gingivae and alveoli surrounding 
teeth in the area involved and distant thereto; 
malformed teeth; state of dental prophylaxis; 
discolored teeth in the area involved; reaction 
to percussion; type of occlusion and whether dis- 
turbed; presence of dental or jaw crepitation; 
presence and locations of fractures in teeth or 
jaws; transillumination of teeth in area of in- 
jury and findings; and pulp tests, including Vi- 
talometer. The dentist should determine whether 
each condition has a causal relationship to the 
industrial trauma. 


‘THE REPORT or testimony should also include: 

1. Roentgenographic interpretations based on 
at least two x-ray views at different angles of 
each area involved, including, if necessary, oc- 
clusal, lateral, and anterior-posterior 5 x 7 and 
8 x 10 views — the latter particularly for diag- 
nosis of jaw fracture. 

2. Type of emergency treatment given. 

8. Recommended treatment and approximate 
date of completion. 

4. Prognosis concerning the amount of tem- 
porary or permanent dental or jaw disability 
based on the number of weeks allotted by the 
workmen’s compensation act in the state in which 
the claim occurs. 

5. Approximate cost of treatment, based on 
description of restoration, present or contem- 
plated, including in detail the type of materials 
employed, and based on an average fee charged 
in the area of residence of the injured. 

6. Duration of temporary disability and date 
when the employee may be expected to return to 
partial or full-time employment. 
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The dentist should’ be familiar with the re- 
sponse of teeth and surrounding tissue to indus- 
trial environments. He should be able to recog- 
nize dental or tissue manifestations, such as den- 
tal abrasions or erosions, that result from ex- 
posure to harmful chemicals, either direct or 
through air pollution. In addition, he should be 
aware of such industrial hazards to oral tissues 
as the habit of holding tacks in the mouth (the 
custom of upholsterers). In the candy industry 
and in battery plants, erosion of teeth is preva- 
lent. 

In too many cases, the importance of records 
is disregarded by the dentist. X-rays must be 
dated, placed in the employee’s envelope, and filed 
properly for future use, along with the date of 
examination. The findings and treatments ren- 
dered should be noted in detail. The record should 
include not only what was done, but also the medi- 
cations or materials used, and (if the patient was 
treated on a fee basis) the fee for each operation. 

The attending dentist should make a reason- 
able attempt to have the injured employee back 
at his usual work as soon as possible. He should 
not unnecessarily prolong the treatment or make 
appointments that interfere with an employee’s 
working hours. Such scrupulousness is fair both 
to the employee, who usually receives much less 
temporary pay than he would ordinarily earn at 
the bench, and to the employer, who suffers a loss 
during the time the employee is not producing. 


N MANY states, an injured employee has the 

privilege of reopening his case within a period 
following settlement. In some states, a two-year 
period is allowed. It is, therefore, incumbent 
upon the examining or treating dentist to have 
available a complete record of all teeth and sur- 
rounding tissues, in the event that a case is re- 
opened within the legal time limit and a claim 
made for additional dental disability based upon 
the original accident. The record may show a new 
claim based upon a previously adjudicated case 
to be unfounded. For example, the teeth newly 
introduced in the claim may have been grossly 
decayed on original examination and, therefore, 
could have no causal relationship. Such a record 
of the original detailed examination can estab- 
lish in the mind of the claimant that his new 
claim is unfounded. Unless he is shown the rec- 
ord so that he realizes that there is no basis upon 
which to establish an additional claim, he may 
honestly feel that a causal relationship exists. 
Service such as this, by eliminating a possible 
extra expense to the employer while retaining the 
good will of the employee, can be most gratifying 
to management. 

The possibility of an unfounded claim also 
emphasizes the importance of a detailed pre- 
employment examination. A record of this exam- 
ination should always be available for comparison 
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following an industrial dental injury, as some 
states allow compensation for aggravation of a 
dormant condition. 

The fee for a dentist’s court testimony should 
be no higher, and no less, than that which is 
charged in his own office. It should be based upon 
an hourly rate and cover the actual time lost 
from the office, i.e., “portal to portal.” The people 
for whom the dentist is to testify should be so 
informed prior to the court appearance, or even 
before an examination is made or treatment 
started. 

Although a professional man should be of serv- 
ice, his time is valuable, and the fee for this 
extracurricular expenditure of professional time 
must not be dependent upon any anticipated 
award to be granted to the injured individual. 
The fee for the time involved must be paid, and 
the petitioner so informed of his obligation 
whether or not the petitioner receives an award. 
In some states, the referee in workmen’s com- 
pensation designates the fee that should be al- 
lotted to the “dental expert” for time expended 
in court. 

One is not obliged to appear in court as an 
expert witness unless a prior arrangement has 
been made concerning the fee an expert demands 
for such testimony. After the dentist has testified 
as an expert, opposing counsel is privileged to 
cross-examine him. However, the courts may not 
permit him — nor is he obliged — to testify as 
an expert for opposing counsel uniess he has been 
previously assured of a reasonable fee for his 
time. In such case, testimony should be given 
only with the consent of the litigant by whom the 
dentist has been retained, or by one who repre- 
sents the litigant. 

Of course, the dentist concerned may be sub- 
poenaed to testify, not as an expert, but as an 
attending dentist who has rendered professional 
service to the injured claimant. In this event, 
the court order must be obeyed with dispatch. 


N OPINION given by an examining dentist or 
expert must be an honest, ethical estimate, 
not only of the extent of the injury and its 
prognosis, but also of a reasonable fee for repairs 
or replacements. This must be done, whatever 
one may feel concerning his responsibility to 
those for whom he may testify. It is well to re- 
member that one is appearing as a witness wnder 
oath! Irrespective of this point, however, ethical 
standards should always prevail, whether the den- 
tist is in his office or outside it. 

In some states, replacement of a damaged ar- 
tifical appliance is allowed. If a denture is broken 
and can be efficiently repaired, the attending den- 
tist should not recommend replacement. It is un- 
fair to petitioner and respondent: the former 
may be obliged to wear a new denture which 
may never be as satisfactory as the original re- 
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paired one, and the latter is obliged to pay per- 
haps 10 or even 15 times more for a new denture 
than for a repair. 

It is to the advantage of those for whom the 
dentist examines to inform them of the actual 
severity of injury to the employee, and of the 
fees involved. It is an injustice to minimize the 
extent of injury, the fees, or the prognosis. When 
given a true picture, the respondent can estimate 
how to adjudicate the case rather than go to 
litigation which may possibly result in a verdict 
or decision amounting to much more than the 
case could amicably have been settled for. In 
addition, litigation involves costs for expert tes- 
timony, legal expenses, and time spent by those 
representing the respondent. Most important, un- 
necessary litigation may result in a misunder- 


standing between employee and management. 
Never should an estimation of temporary or per- 
manent disability, or even the extent of an in- 
jury, be minimized by the examining dentist in 
a possible attempt to win the favor of those for 
whom he examines. 

It should be a sacred and ethical obligation to 
be completely unbiased in every opinion rendered, 
even in estimating fees submitted by the attend- 
ing dentist for treatment rendered or contem- 
plated. The dentist is entitled to a fee which is 
neither lower nor higher than that which he 
would charge in his office for the same treat- 
ment, operation, or creation of a restoration were 
the petitioner, rather than the employer, paying 
for it. 

(30 Central Avenue.) 


Open and Clear Communication 


HE GENERAL practitioner does not have to become a specialist to enter part-time in- 
dustrial practice any more than he must be an ophthalmologist to prescribe for 
the commoner eye diseases. But he does need to devote some intensive study to the 
subject, should spend some time inspecting the plant where he may serve or where 
his private patients are employed (so he can observe working conditions), and should 
acquire the habit of asking all his patients: ‘What is your job?” The general practi- 
tioner in successful part-time industrial practice knows his medicine. He recognizes 
that the mere presence of a toxic agent does not necessarily mean that the exposure 
is excessive or that injury will occur. He evaluates his patients’ ailments in the light 
of both their occupational and nonoccupational activities. He realizes that he has 
available the services of industrial health consultants in state health departments, 
medical and engineering schools, and in private practice. In contrast, the physician 
who isolates himself from the bustling occupational health scene might not be best 
serving his patients, his community, and his profession. In Detroit several years ago, 
for example, a doctor examined his thin, ashen-faced patient — a factory spray painter 
— and gave a diagnosis of lead intoxication, It turned out there was no lead in the 
factory paint; the patient actually was suffering from a nonoccupational primary 
anemia. And in another Midwest community, all 100 employees of a plant handling 
glass fibers were on the point of walking off their jobs last fall when a woman worker 
showed up wearing a gas mask. She said her physician advised that she wear a gas 
mask to protect her lungs at work. The walkout was averted when everyone was 
assured there were no respiratory hazards in handling fiber glass. Open and clear 

communication in all branches of medicine can forestall such situations. 
—From “Medicine at Work — Is There a Doctor in the Plant?” J.A.M.A., March 30, 1957. 
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HE TWELFTH International Congress assembled 

in Helsinki, July 1-6, 1957, under the di- 
rection of Dr. Sven Forssman, of Sweden, as 
its President. Forty-seven nations participated 
in this Congress, which is governed by a com- 
mission of approximately 275 delegates repre- 
senting the participating nations. 

All scientific meetings and executive sessions 
were conducted in the ample quarters of the 
Porthania, shown above. This building was only 
recently completed and this Congress was one of 
the first to make use of its facilities. Some gen- 
eral assemblies were conducted in the Festival 
Hall of the nearby University of Helsinki. 

No fewer than 15 different languages were 
spoken by the delegates but the official languages 
of the Congress were English, French, German, 
and Spanish. Few language barriers arose since 
whatever was the language of the speaker the 
audience heard the address in the language of 
choice through the multilingual address system. 
The flawless arrangements represented the con- 
tinuing labors of many Finnish committees 
headed by Dr. and Mrs. Leo Noro and Dr. and 
Mrs. Pertti Sumari. 

This Congress was provided a flavor of new- 
ness through the much augmented participation 
by industrial hygienists, chiefly from the United 

States, and by industrial nurses in large number 
from many countries. 
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HELSINKI, FINLAND—JULY 1-6, 






CONGRESS ON OCCUPATIONAL HEALTH 


1957 


The affairs of the Congress week naturally 
divided themselves into four categories: the 
scientific sessions, the executive sessions of the 
Commission, the social features, and the scientific 
tours. 

The scientific papers had been prepublished in 
full or in abstract so that everyone in attendance 
acquired a complete record of the presentations. 
Usually three scientific assemblies sat simultane- 
ously. While all papers attracted attention, the 
ones most discussed were the presentations by 
the Russian delegates of their concepts of maxi- 
mum acceptable concentrations of toxic material. 
Earlier many unsuccessful efforts had been exer- 
ted to gain a full account of Russian standards. 
Most of the Russian standards are far more 
stringent than those in other countries, and some 
proved to be so low as to defy measurement by 
the best known of technical procedures available 
to other countries. 

This Congress to a major extent was financed 
by Finnish governmental funds. The total ex- 
penses of the Congress, placing no monetary 
value on the long months of services of valuable 

committees, approximated $91,000. Of this sum, 
some nine million Finnish marks represented the 
governmental contribution. Additional contribu- 
tion at the national level was further exemplified 
through the participation of governmental offi- 
cials as speakers in ceremonial assemblies, 
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Dr. Swen Forssman, of Sweden, the President of the 
Congress. 


through the availability of the University of 
Helsinki buildings, and through social events in 
which cabinet members served as hosts. The 
Fourth of July happened to fall during the Con- 
gress week. The United States Ambassador, Mr. 
John D. Hickerson, entertained the United States 
visitors at the Embassy in its traditional In- 
dependence Day celebration. 


‘THIS International Congress long has featured 

social events. In some triennial years past, 
the social has overshadowed the scientific. In 
Helsinki, without any lowering of standards of 
the social, it may be asserted that there was an 
even balance between the social and the scientific 
features. Every evening, and nearly every noon- 
day period, provided some event of social import. 
Outstanding in this series was the Sibelius con- 
cert at the Festival Hall of the University of 
Helsinki, with the National Sym- 
phony under the baton of Jussi a 
Jalas, a son-in-law of Jean Sibe- 
lius. The soloist was Maiju 
Kuusoja. The entire majestic 
program was devoted to the com- 
positions of Sibelius. 

One noontime formality, in- 
formally staged, was on one of 
the innumerable islands of the 
region for the purpose of in- 
ducting into the Finnish Indus- 
trial Medical Association newly 
elected foreign members from 
many countries. 

Prior to the gigantic Congress 
banquet some 40 preliminary 
group cocktail parties provided 
opportunity for the Congress 
guests to enter the homes of that 
number of residents of Helsinki 
graciously serving as hosts for 
these preprandial rites. In due 
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Dr. Leo Noro, of Finland, the energetic General Chair- 
man for the Congress. 


time all these several groups were met by buses 
and transported to the banquet hall. So large 
was this group that no one banquet room could 
accommodate all the diners. Long ago the mature- 
minded Finnish people learned that no gains re- 
side in long banquet speeches. There was none. 

During the Congress week, daily there were 
one or more noontime tours to nearby hospitals 
or scientific institutions. Typical of all these 
were the parties taken in different language 
groups to the Occupational Medical Foundation 
and Institute of Occupational Health — an out- 
standing Institute for the promotion of occupa- 
tional health and safety measures, of which Dr. 
Leo Noro is Director. At the end of the week, 
more elaborate tours such as one that provided 
for opportunity to enter Russia or to travel 
northward to Lapland, the country of the mid- 
night sun, but none of these was purely for 






The opening session of the Congress in the Festival Hall of the University 
of Helsinki. 
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Some notables at the Congress. Left to right: Leo Noro, Thomas Stowell, 
Luigi Carozzi, Franz Koelsch, Sven Forssman, and R. B. Robson. 





The daily program for the visiting ladies was as important as the scientific 


sessions. Left center, Mrs. Leo Noro, the hostess of all 


sightseeing. All were so arranged as to provide 
opportunity to examine one or more industrial 
establishments. 

Many of the visitors, but chiefly the wives and 
families of physicians and industrial hygienists, 
were little concerned in scientific pursuits. For 
them, hour by hour and day by day, walking and 
talking, riding and shopping programs provided 
full opportunity to become acquainted with the 
city of Helsinki and its environs. 


HE executive operations of the Congress re- 

sided in the hands of the Commission. In its 
deliberation the conclusion was reached that so 
large has the Congress become and so far has 
its reach extended, its constitution and bylaws 
no longer are adequate. The radical changes nec- 
essary could not be accomplished during any of 
its sittings, whereupon a continuing committee 
was created whose deliberations will eventuate 
in a fully-revised constitution. However, as was 
imperative, a few changes were effected in Hel- 
sinki, notably with respect to membership clas- 
sification and increases in dues necessary to the 
conduct of the Congress affairs. 

In one session, the American delegation was 
augmented by the election of the following new 
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members: Seward E. Miller, 
Norbert J. Roberts, Theodore P. 
Hatch, Hedwig S. Kuhn, Gen- 
eral Otis Schreuder, Sara P. 
Wagner, Edward C. Holmblad. 


[SVITATIONS were extended by 

the following cities for the 
1960 Congress: New York, 
Buenos Aires, Madrid and Dus- 
seldorf. The Congress accepted 
the invitation of New York City 
as extended by Dr. Robert T. 
Legge, Chairman of the United 
States delegation. On or near 
September 20, 1957, a prelimi- 
nary planning session will as- 
semble in New York City under 
Dr. Leonard Greenburg, Tem- 
porary Chairman, for the pur- 
pose of setting in motion plans 
for the 1960 Congress. The tasks 
will be enormous. 

For more than 50 years, Dr. 
Luigi Carozzi served as the Sec- 
retary General of the Commis- 
sion and Congress. His services 
have been notable, and the out- 
standing achievements of the 
Congress over the years in no 
small measure mark his tireless 
efforts and contributions. In Hel- 
sinki by acclamation this humble 
and distinguished physician was 
made the Permanent Honorary President of the 
Congress. In due course the following physicians 
were elected as the officers of the Congress: 

President: Sven Forssman. 

Vice Presidents: Leo Noro. 

R. B. Robson. 
Franz Koelsch. 
J. Teisinger. 
Dr. Dervillee. 


distaff events. 





At right, Dr. Robert T. Legge, Chairman of the Amer- 
ican delegation, with Dr. Arne Bruusgaard, of Norway, 
in the center, and Dr. E. T. A. Merewether, of England. 
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Secretary General: E. C. Vigliani. 

Treasurer: E. Grandjean. 

As to the United States delegation, Dr. R. T. 
Legge will continue as Chairman. Dr. Seward 
E. Miller was appointed Acting Secretary by 
Chairman Legge. 

Two major wars, and some smaller ones in 
Europe together with their aftermaths, in some 
measure threatened the destruction of this Inter- 
national Congress in recent years. Some mild 
contentions were to the end that it should merge 
with some other group with similar international 
objectives. Sturdy developments in Helsinki and 
in the ad interim anniversary meeting in Milano 
in 1956 were so constructive that this Congress’ 
integrity and expanding usefulness may not be 





At the Sibelius concert, Jussi Jalas, conductor of the 
: ; National Symphony, with Mme. Maiju Kuusoja, the 
denied or even questioned. sian pea " = 


The industrial physicians of the Americas to- 
gether with the industrial hygienists, industrial perpetuate that which was accomplished in Hel- 
nurses and governmental agencies of the land,  sinki and earlier, through equally good sessions 
have before them the magnificent opportunity to in New York in 1960. 





In Finland . 


‘iieertgeion sickness insurance does not exist. About 40% of the industrial workers 





are voluntarily insured against sickness by factory benefit funds in approximately : 
250 establishments. In every city and commune there is a city or communal physician ] 
who provides medical care for low fees. Most hospitals are run by the state or local ( 
authorities and the patient pays only one-fifth to one-tenth of the total costs. In 1956, ( 


Finland had 34,000 hospital beds, 2,400 physicians, and 14,000 nurses, midwives, etc., ( 
and 1,500 dentists. The loca! authorities are responsible for the organization of public t 
health and medical services in their own areas. Every commune maintains a health ¢ 
committee and employs a physician to serve as public health officer; the latter also 

practices and performs the duties of school doctor. There is one public health nurse E 
for every 4,000 inhabitants, and one midwife per 5,000. Each commune must have a ; 
“health center” for maternity and child welfare, and there are now 400 such 


centers in the country. Local health and medical services are supervised by Provincial V 
Health Offices under the State Medical Board. A law passed in 1947 calls for the S 
establishment of 22 new central hospitals with 10,000 beds in all. Medical services t 
in industry are voluntary. There. are medical services and first aid personnel in li 
approximately 400 factories, employing the following (the figures are approximate) : C 





industrial physicians: full-time — 30, part-time 250; industrial nurses: full-time — 
300, part-time 50; railway physicians: full-time — none, part-time — 100. 4 


From “Occupational Health and Social Security in Finland,’”’ by Pror. Leo Noro, M.D., Director, 
Institute of Occupational Health, in Varokeino, 2 :1957. 
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Evaluation of Tranquilizers 


F. GARM NORBURY, M.D. 
Medical Director, The Wabash Railroad 


Jacksonville, Illinois 


HE literature on tranquilizing drugs and as- 

sociated products has become large. Medical 
and pseudomedical publications — leaflets, bro- 
chures, reprints — bombard us. There is also 
wide public spread in lay magazines and press. 
A critical evaluation of all of this would take 
more time and space than are allotted here. A 
summary of important articles and personal ex- 
periences will be all that can be attempted. 

As railway surgeons you see all types of pa- 
tients. The concept of care of traumatic condi- 
tions has changed for railroads as it has through- 
out all industry. Your job and ours now is, as 
always, to help more people at work. There is no 
doubt that the tranquilizing agents are of value 
in this connection. The important thing is the 
decision for whom to use them, and when, what, 
and how much. A corollary to this is what to 
look for in side effects. Relief of anxiety and 
tension is fine, but when it goes so far as to 
affect certain protective mechanisms it is bad. 
Whitehorn referred to this in his statement “that 
a moderate amount of anxiety is essential for all 
of us.” Particularly would this apply to an engi- 
neer looking out for signals, a crossing flagman 
on a busy street, a switchman on a hump yard 
distribution. Likewise to an automobile or truck 
driver so unconcerned that he or she ran into 
the side of a train. Neurophysiological and psy- 
chological tests have shown that some of these 
preparations can, in excessive doses, influence 
reaction time. 

Consequently to be of most help to our patients 
we should know results, side effects, toxic effects. 
Some of these are measurable, some are subjec- 
tive, all require medical interpretation in the 
light of observation of the individual patient. 
Optimistic reports need critical evaluation. 


ERMINOLOGY is a difficult thing in medical 

usage. It has been of interest to note a gradual 
change. Formerly it was considered unscientific 
and at times almost unethical to mention a pre- 
paration in any but the scientific botanical or 
chemical term. Yet in many instances this made 
for what the New Yorker talls the ‘department 
of utter confusion.” A different botanical species, 
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addition, deletion in shift of an element or a 
radical to another link in the chemical structure, 
may cause significant variation in pharmacologi- 
cal action. Perhaps we are to blame for the short 
name aspirin instead of acetylsalicylic acid. Per- 
haps we accept too readily a trade name. Yet 
when that name comes into rather widespread 
usage, clarification is worth more in some ways 
than exact scientific nomenclature. When in this 
paper trade names are used it is for the purpose 
of such clarification. 

Rauwolfia, its alkaloid Reserpine®, and associ- 
ated products were the first tranquilizers to ap- 
pear as such. Introduced originally as a hypo- 
tensive agent, the soothing effect soon outrode 
the other. Present day understanding indicates 
greater effect in the mood disorders. These may 
encompass the emotional instability of the hyper- 
tensive patient. They are also of great value in 
the agitated depressions and the manic or hypo- 
manic phases of the cyclothymic or up-and-down 
personality disorders. When the agitation stops, 
medication should be stopped. For the depressions 
Reserpine is contraindicated. Even relatively 
small dosage, 0.25 mg two or three times a day, 
over a long period of time will cause mood de- 
pression. This must be watched for in use of 
Rauwolfia products in hypertension. A physician 
friend here in Chicago told of two suicides under 
such conditions. We have known of others. Reser- 
pine increases gastric acidity. Ulcer is a contra- 
indication to its use. 

One situation that applies to railroad personnel 
in the older group is the tendency towards extra 
pyramidal reaction. Parkinsonism due to effect 
on basal nuclei is a well known effect of Rau- 
wolfia products. The older engineer, or his co- 
pilot or whatever one calls him in present day 
Diesel locomotive usage, may have some hyper- 
tension. Rauwolfia, Reserpine, or associated prod- 
ucts might be prescribed. If he has any tendency 
to basal nuclei involvement this will be exag- 
gerated thereby. His reaction time, also his co- 
ordinating capacity may be affected. Rather ab- 
rupt lowering of blood pressure through cumula- 
tive effect or intercurrent body chemical changes 
must be remembered. This applies both to surgical 
patients who may have been on Reserpine for 
hypertension previously, and to medical patients. 
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The next in order from the chronological stand- 
point is chlorpromazine (Thorazine®). It was 
originally introduced by Poulenc in France, in 
search for an anesthetic potentiating agent. It 
is of considerable interest that one of the main 
searches was for a hypothermic factor. It is now 
used in surgery for that as well as for aid in 
control of postoperative nausea and vomiting. 
Last year in a panel on tranquilizing agents, Dr. 
McMillan, of St. Luke’s Hospital, talked on that. 
All of you who do surgery undoubtedly use it. A 
manual on chlorpromazine indicated 14 clinical 
categories wherein it appeared of value. Only 
three of these were definitely neuropsychiatric, 
only one strictly neurologic. It appears, therefore, 
that in spite of widespread publicity this tran- 
quilizer has other than anxiety control potentials. 
As to its use in other than the neuropsychiatric 
phases we have no personal experience. 


E DO, however, have some opinions. Rauwolfia 

products are apparently of more value in the 
psychogenic nervous disorders as indicated above. 
Chlorpromazine appears to help more in the 
schizophrenic reactions, both overt and latent. 
One other group includes the cerebral arterio- 
sclerotic patient with emotional instability. It is 
fully recognized that the underlying vascular 
process is not changed. Yet it can be said that 
there are more people now able to live outside 
the sanatorium on small doses of chlorpromazine 
than used to be the case. This is something that 
is of comfort to these patients and to their fami- 
lies. It has also been of help in keeping some 
outpatients with mild vascular disorders stabi- 
lized. They could consequently stay on their jobs 
so long as intellectual capacity was not yet 
greatly impaired. This would apply more to office 
workers than to operative personnel in railroad 
systems. 

Side effects of chlorpromazine are different 
from those of the Rauwolfia group. Hypotensive 
reactions may occur, but less frequently. Parkin- 
sonism may occur, but is less frequent. More 
often come skin reactions and signs of liver in- 
volvement. Skin manifestations are of the maculo- 
papular type. Though measly in appearance, they 
are raised above the level of the dermis. Photo- 
sensitivity is shown by their greater appearance 
in summer and on exposed areas. Liver involve- 
ment is of the intracanalicular type. Jaundice 
clears quickly when medication is stopped. It is 
of more serious consequence in pregnancy when 
chlorpromazine has been used either for nausea 
and vomiting or for nervous instability associated 
with the rejection phenomenon. So long as there 
is not agranulocytosis with liver disorder one 
need not be too concerned. All patients on chlor- 
promazine should have blood counts at four-week 
intervals at least. More frequent counts should 
be made if any type of reaction appears. Most 


, 
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have suc- 


patients showing agranulocytosis 
cumbed. 

For most pre- and postoperative patients chlor- 
promazine medication will not last long. Yet 
reactions mentioned above do occur. They have 
been reported in the literature and have been 
seen in consultation. Do not forget their pos- 
sibilities. 

Chlorpromazine potentiates the action of bar- 
biturates and of opiates and their derivatives. 
That is something always to remember. It could 
thereby affect the reactive capacity of a person 
in any mechanical phase of railroading. Pheno- 
barbital is commonly prescribed. It creeps into 
many combinations. Therefore be alert if any 
of your patients are taking this directly or on 
the side if you prescribe chlorpromazine. While 
the narcotic potentiating effect would not come 
in the purview of people on the job, it is impor- 
tant. Control of pain postoperatively and in 
terminal malignancy requires less narcotics when 
chlorpromazine is used. Under such circum- 
stances one does not need to hold the horses. 
Patients are so much more comfortable that 
large doses are justified. Chlorpromazine also 
potentiates the effect of alcohol. Tell your car 
drivers this. 

The element chlorine is one of the most active 
in chemistry. It can be toxic. Therefore, the 
study of chlorpromazine naturally tended to seek- 
ing an active product without chlorine. Such a 
product was synthesized, studied, and made 
available for clinical use: Promazine (Sparine®). 
You as railway surgeons will not have too much 
use for this product. It is more useful for acute 
mental illnesses. A situation where it will be 
helpful is that of acute alcoholism. You can prob- 
ably get some employees back on the job more 
promptly with Promazine and without severe 
hangover residuals. A few years ago we wrote 
on the use of ACTH in delirium tremens. We 
now use it and Promazine on patients of this 
type. We have seen no unfavorable reactions 
except in a young physician addicted to Demerol. 
He had given himself a total of 2400 mg of 
Promazine a few days before admission. He had 
several convulsions prior to entry and one after 
arrival. He cleared up well but developed several 
serpiginous ulcers at sites of self-inoculation. 
Promazine may produce convulsions in suscepti- 
ble individuals. 


MEPROBAMATE preparations are now probably 

the most widely used. They are acceptable 
for office or outpatient use. Extensive publicity, 
widespread advertising, over-the-counter sales, 
noncritical evaluation, public demand are factors 
in this. The two original products chemically 
identical but put up in different tablet form and 
with slightly different taste still lead the list, 
Equanil® and Miltown.® However, other pre- 
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parations (e.g., Ultran®) varying slightly in 
chemical composition have been brought out. We 
have had the opportunity of using some of these 
for clinical trial. 

McLean studied 200 patients in a medical 
outpatient clinic. This group is comparable to 
general office practice. It was found that 40% 
of the patients had functional disorders. Forty 
percent had functional concomitants with under- 
lying structural change. Twenty percent were 
definitely organic. With a backlog of 80% of 
patients of this type anything that would tend to 
relieve the functional phases is something to 
approach. 

Dr. Ralph Gerrard, of the Mental Health Re- 
search Institute of the University of Michigan, 
has a fine article in the February 1, 1957, issue 
of Science. He refers in it to the Meprobamate 
conference held last fall in New York. Laboratory 
and clinical findings are succinctly commented on 
by him. These include, from the laboratory stand- 
point, that “no deterioration in vision or in 
simulated driving resulted from the use of Me- 
probamate.” This is in contradistinction to the 
effect of Reserpine and chlorpromazine. ‘“Im- 
printing of behavior patterns in ducklings under 
this drug remained possible for more hours.” 
From the clinical angle it is stated “‘Meproba- 
mate seemed most useful in reducing tension 
level, whether manifested in motor effects — 
which seemed especially helped — or in anxiety 
or in hostility directed outward or inward. Action 
on acutely disturbed psychotics was relatively 
slight, and considerable argument developed 
whether Meprobamate should be classed with the 
tranquilizers or the hypnotics.” 

Such authoritative statements are helpful to 
all of us who see patients for whom we may 
consider prescribing one of these preparations. 
We are glad to have our own ideas and experience 
crystallized along such lines. We have noted only 
few side reactions. Stomach-ache and some ab- 
dominal cramping are the most frequent. The 
Meprobamate preparations came as outgrowths 
of ‘studies on muscle relaxants. When it was 
observed that some had relaxing effects in emo- 
tional fields too, the outlook broadened. Response 
in spastic conditions of various sorts is often 
noticeable. We are more inclined to think of this 
as part of the general decrease of tension and 
anxiety that goes along with the frustration ele- 
ment of incapacity. Nevertheless for some condi- 
tions wherein local muscle spasm is in the picture, 
such as stiff neck, torticollis, tight muscles with 
sacroiliac strain, the Meprobamate compounds 
appear to help out. 


Tr 


HEN there is still another group of substances 
not exactly tranquilizers but more stabilizers 
of the nervous system. These include Meretran, 
its chemical isomer Frenquel®, and Ritalin®. 
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Frenquel is of more value in acute psychotic 
situations. It is used in acute alcoholic hallucino- 
sis. You would probably have more occasion to 
use Meretran or Ritalin. They are helpful in 
mild depressions and anxieties where deep-seated 
psychic factors do not enter into the picture. 
Hence they are helpful in outpatient or office 
practice in this group. We have used them more 
as adjuvants in combination with or as a follow- 
up after shock therapy in depressed states. The 
action of these preparations is more like that of 
the amphetamines, though not on the sympathetic 
division of the autonomic nervous system. 

Among the more recently introduced prepara- 
tions in this country are those of the benactyzine 
group (Benactide®, Suavitil®). Alexander de- 
scribes the action as “antiphobic medication.” 
He states, “it selectively abolishes neurotic in- 
hibitory responses engendered by stress without 
inhibiting the orienting response and conditional 
reflex responses.” Our experience with these 
preparations is limited, and is largely on mild 
anxieties. We are at present working with two 
on clinical trials. 

Other preparations of various types are being 
sought, tried, released. As in many fields of 
medicine some will survive and become part of 
the physician’s armamentarium. Others will not. 
It is hoped that this brief review and perhaps 
somewhat critical report on this new group of 
agents has been of some interest. These agents 
open up a new approach to many types of illnesses 
that all of us see whether in general or special 
practice. They are potent preparations. The Food 
and Drug Administration is studying the situa- 
tion. The American Psychiatric Association put 
out last year a statement that deserves the at- 
tention of all physicians. It has been reprinted 
in many medical journals. I quote a few lines 
from it, as I have done in previous papers on this 
subject: “It is reported that 35,000,000 prescrip- 
tions for the drugs will be written in 1956, and 
a market research states that three of 10 com- 
pounds prescribed most frequently in 1955 were 
tranquilizers .... The tranquilizing drugs have 
not been in use long enough to determine the full 
range, duration, and medical significance of their 
side effects. Use of these drugs is no more to be 
encouraged than the use of any other drug 
except where proper medical diagnosis deter- 
mines that a drug is indicated to maintain the 
life and functioning of a person.” 

It is the person who has the illness, the prob- 
lem that he or she presents, that is fundamental. 
This problem shows up often in a manifestation 
of nervous symptoms in one form or another. 
Medication helps, of course, but should not be 
used for symptomatic relief only. When we use 
one of these active preparations let us be sure 
that we have a definite indication therefor, and 
that we follow through carefully. 
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She Caller in —_— 


‘“POOLISH” is the appropriate word for any 

traveller who, after a few cursory journeys 
in any country, makes pontifical pronouncements. 
Yet observations are inescapable. Hoping to 
escape otherwise deserved condemnation, what 
follows is here labelled ‘observations without 
conclusions.” 

Currently much is being written to the end 
that inadequate and waning fresh water supply 
is the foremost deterrent to the accommodation 
of threatening overpopulation. In Scandinavia 
no dearth of fresh water is to be found. If po- 
tential water supplies were the only consideration 
Scandinavia could adjust to an unlimited popula- 
tion and on that score well might become the 
most over-peopled portion of the earth. In the 
United States only Minnesota’s potential fresh 
water resources approach those of Scandinavia. 
Contrary to the misbegotten belief that the daily 
per capita requirement of water is only 30 to 50 
gallons, is the fact that the over-all need is nearer 
1500 gallons. Starting with irrigation, the gal- 
lons of water requisite to a loaf of bread ap- 
proximate 1000. Whatever the demand, water- 
blessed Scandinavia stands ready. 

Little-thinking Americans are prone to regard 
all of Europe as densely populated with not a 
mile to spare. Many generous attitudes as to 
migration stem from this belief. Facts run con- 
trawise. The total population of Finland is only 
4,240,000, and thus is comparable to Metropoli- 
tan Chicago. For Norway the over-all population 
is even less, being 3,450,000, or cf number far 
below Los Angeles County alone. Sweden and 
Denmark have larger population per square mile 
but in all cases a high percentage of population 
is centered in a few cities. Notably in Sweden 
there exists a marked shortage of workers. There 
is no job shortage. The U. S. has no obligation 
to Scandinavia solely in terms of over-population. 
Of this Scandinavia is well aware and fosters 
immigration, although becoming a national may 
be a different matter. 


‘THE PEOPLE of Scandinavia appear little aware 

that all that stands between most of them and 
frank scurvy is the lowly potato. Those northern 
countries lack the lush vegetation that charac- 
terizes some Mediterranean countries. The winter 
dietary is sparse as to variety in antiscorbutic 
food. Always there is the potato. There could be 
endless variation in preparation, but that option 
is little known or heeded. The boiled potato is 
standard, but occasionally there are fried and 


mashed ones. Baked potatoes are little known, 
partly due to poor baking qualities of Scandi- 
navian types. Most American housewives would 
look with horror at serving more than one potato 
dish at a single meal. No such scruple governs 
her Scandinavian counterpart, so that three kinds 
of potato dishes at one meal astonish no one. All 
this adds up to the highly desirable outcome — 
little scurvy. 


N SWEDEN in particular many social laws are 

in operation. One applies to the crews of ships 
sailing in any ocean under the Swedish flag. With 
some exceptions referable to low tonnage and to 
special jobs, all ship crews are restricted to eight 
hours of labor. Some ship companies are in re- 
strained rebellion, urging that, on an interna- 
tional competitive basis, Swedish ships are at a 
disadvantage, since many other countries have 
not imposed such restrictions on hours of labor. 
These shipping complainers claim that at least 
one-third of the potential ship haulage is lost to 
Swedish water craft because of inability to com- 
pete. It appears that the national economy of 
Sweden materially is upset by this practice. Thus 
there has come about a head-on collision between 
commercial interests and human conservation. 
Without any apparent hesitancy, Sweden has 
elected in this dilemma the protection of human 
interests. 

In riding along on Swedish.railways it is nota- 
ble that the narrowest cow path leading down to 
a railway crossing boldly is marked with some 
equivalent of “Stop, Look, and Listen.” This may 
be taken as typical of the utter efforts at pro- 
tection of all humans. 

This is carried so far that it appears that al- 
most all responsibilities are removed from the 
individual. Some atrophy from disuse of various 
capacities is inevitable. Perhaps the highest form 
of such measures may be found in the total 
socialized medicine everywhere encountered. This 
has gone so far that at least in one country it 
was stated that nationals far removed in other 
countries on business or pleasure who became 
ill are entitled to full travel expenses in order to 
return to their homeland for medical care. 

If there be highly undesirable features of so- 
cialized medicine these are not manifest in the 
attitude of the public. On many sides there was 
boasting and pride in their well developed so- 
cialized medical systems. It may be granted as 
true that in these thoroughly disciplined coun- 
tries, socialized medicine may be operated with 
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a degree of success wholly unlikely in the United 
States. The Scandinavian people as groups are 
far more mature than the people of the Americas. 
Moreover, the average honesty and integrity are 
so superior as to promote the advantageous op- 
eration of many social enterprises. 


OTH IN Sweden and Finland grave concern 
attends the rapid increase in alcoholism both 

among industrial workers and elsewhere. This is 
not obvious to the casual visitor. No drunkenness 
was observed except among the more exuberant 
Americans. This rise in alcoholic consumption is 
identified, by those furnishing the information, 
with World War II, or more specifically the im- 
mediate years after that war. Some Scandina- 
vians manifestly underwent undeserved suffer- 
ings as a result of war and this has been accepted 
as one incentive to the increased alcoholic con- 
sumption. The months of long hours of darkness 
are regarded as an invitation to alcoholic use, 
but obviously there is no newness in that. Many 
people of Finland rate themselves as mildly de- 
pressed, which again some attribute to the ef- 
fects of prolonged darkness attending the winter 
months. In order that the closeness to the Arctic 
circle may be indicated, let it be recorded that a 
line running through southern Finland if ex- 
tended would run through southern Greenland. 
No indication of any widespread mental aberra- 
tion among these sturdy, fiercely nationalistic 
Finnish people is detectable, but they themselves 
go so far as to identify their melancholy traits 
with much of the music of Jean Sibelius, un- 
questionably their most revered hero. 

Far and wide and over the years there has 
been much comment in relation to shift work on 
the direct effects of darkness versus daylight in 
relation to the day’s work. In Scandinavia — and 
the further north the greater the opportunity — 
there exist superb opportunities precisely to 
measure any physiological differences in this re- 
spect. In a measure all workers in these countries 
spend more or less six months with darkness all 
about, and conversely for an equal period all 
workers regardless of any particular shift are 
afforded more or less continuing daylight. These 
statements are a bit exaggerated, but it is truth- 
ful that for long periods darkness characterizes 
the hours of labor, and vice versa. Evidence of 
this is most readily observed in connection with 
wharves which are usually floodlighted. Many 
work activities may be adjusted to the few day- 
light hours in the winter months, but not so the 
unloading of cargo ships. 


HE UNIQUE social institution of Finland is the 
“sauna.” This Finnish bath defies all thermal 
physiology, yet is as commonplace as the bathtub 
in the American home. Some 80% of all detached 
homes have a sauna as a detached building, 
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usually on a lake edge. Nearly every residence 
club, hospital, and most hotels have one or more 
saunas. Public saunas in which the sexes mix 
are here and there. The family sauna takes in 
the entire family at one time. 

There is something mystical or at least enig- 
matic about the sauna for most visitors, and it 
is something the native cannot or will not ex- 
plain. Genuine eager interest in the sauna may 
lead to seemingly intelligent questions, but even 
the best of friends may bristle a little as though 
impertinent questions were being asked about 
the details of his sex life. At once the native 
goes on the defensive about the sauna as though 
there were something shocking about it like ad- 
diction to marijuana. The inquiries asked might 
be, “Is this purely a social institution like the 
Englishman’s tea; is it a form of therapy; is it 
merely a form of bathing for hygienic purposes; 
is it a sport; is it just a habit?” All such in- 
nocent questions may raise the hackles. 

At every book stall may be found popular 
books on the sauna. The contents do not answer 
all questions. Sometimes contradictions appear 
in different chapters of the same book. One 
chapter may advocate the sauna for hypertensive 
disease while another may condemn, or recom- 
mend low temperatures. 

Incompletely informed, it appears that the 
sauna is a dry high-temperature bath for prompt- 
ing profuse sweating, accompanied by birch 
bough flagellation to promote bettered circula- 
tion. Some hard-bitten psychiatrists outrageously 
insist that the entire process is but a ritualistic 
sex substitute, or may be. This is followed by a 
plunge into the lake, breaking the ice aforetime 
if necessary, or at the club ducking under the 
cold shower at its coldest. 

The temperatures involved are amazing. Fac- 
tually (and this is no typographical error) the 
room temperature may exceed 212°F, or 100°C. 
Temperatures as high as 260°F are mentioned 
without awe. The preferred and novice tempera- 
ture appears to be 190°F — still no highly chilled 
air. In America we shudder apprehensively over 
the possible “air-conditioning shock” and met- 
abolic upset, on passing from an artificial cli- 
mate at 78°F into an outside summer tempera- 
ture of 96°F, or just the opposite shift in cli- 
mate. Consider the Finn, either the hearty or 
near invalid one, who leaves his sauna tempera- 
ture of 212°F, in a trice plunges his well beaten 
skin into freezing water, coming up shouting 
with joy. Then he picks up his morning eggs, 
carried raw into the sauna with him, now well 
coagulated and ready for the breakfast table 
peeling. It’s all perplexing. 


N GOING about the Scandinavian lands it is not 
possible to see gigantic industrial establish- 


ments on all sides. Factually there are large 
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industries but the total number in any country 
is small. Compared with West Germany or the 
United States the over-all volume of industrial 
hygienic measures is of low order. Without great 
difficulty any small technical work force could 
explore all of the harmful work exposures of all 
industry within comparatively short periods. 
Cautiously and hopefully in error, it appears to 
be true that industrial hygienic measures beauti- 
fully are contemplated within various impressive 
institutions, but such measures not always reach 
down to the worker himself in his own environ- 
ment. It is mildly disturbing to the casual ob- 
server to see the lack of good hygienic, sanitary, 
and safety practices. Just for example, as to 
sanitation, some of the best of Swedish trains 
as to toilets have nothing more than a seat over 
a hole in the floor. 

Germany (not a Scandinavian country) a few 
generations ago, beyond debate was the locus of 
all the best in occupational health, and peculiarly 
was the nation wherein much of the scientific 
exploration of occupational diseases took place. 
When Alice Hamilton, in 1934, wrote her ‘“Indus- 
trial Toxicology” the bulk of her references de- 
rived from the German literature. There was 
little choice otherwise. In the United States up 
to 1900 perhaps no more than 200 publications 
had appeared on occupational health, and many 
of this small number were unknown to Alice 
Hamilton or anyone else. Germany has not main- 
tained this position of advantage. Two destruc- 
tive wars have taken their toll. West Germany 
is seething with industry and industrial pros- 
perity. Scores of cities accurately may be termed 
industrial cities. It must be true although not 
widely explored that the need for occupational 
health in Germany is now greater than at any 
previous time. Notwithstanding, it appears that 
the German industrial physicians, engineers, and 
industrial hygienists possess only inadequate 
grasp of the potentialities of prevention. To 
exemplify this, but without exact reference to 
occupational health, it may be noted that when 
there was a U. S. Army of Occupation in Ger- 
many, few German cities provided chlorination 


of drinking water supplies. It proved necessary 
to exercise compulsion to bring about chlorina- 
tion. The attitude of the reluctant Germans was, 
“It spoils the beer.” At the present time, when 
the Army is still present but not as an army of 
occupation, Germany now being an ally, it is 
still necessary to procure some food stuffs avail- 
able in Germany, from other countries or from 
the United States because of low sanitary quality. 
In part this is due to persistence in the use of 
human excreta for fertilizer purposes. 

Although many enterprises are under way re- 
lated to occupational health, with much training 
in process, many active official and unofficial 
agencies, the objectives appear to culminate in 
therapy, in spas, in hospitals, in pensions, and 
in other social benefits. West Germany sorely is 
in need of the introduction of truly preventive 
measures into many of its industries. Carried to 
its ultimate possibilities there should be no need 
for many hospitals. 

In 1912 the International Congress of Occu- 
pational Accidents and Diseases assembled in 
Brussels. There, Dr. Glibert, Chief Inspector of 
factories of Belgium, in scorn and derision stated 
in one discussion: “But it is well known that 
there is no industrial hygiene in the United 
States. Ca n’existe pas.” Dr. Glibert’s statement 
was justified, but he probably lived to regret 
the remark. Since that time some of the United 
States’ defections in that domain have been 
remedied and some progress has been made. With 
the coming of the Thirteenth International Con- 
gress on Industrial Medicine to New York in 
1960, the hope is that some evidence may be 
provided that Dr. Glibert’s statement no longer 
applies. Yet, New York City, affording as it does 
some opportunities of adventure for prospective 
participants from European countries, is one of 
the least advantageous cities for the demonstra- 
tion of the United States’ developments in in- 
dustrial hygiene. New York, a highly developed 
commercial city is not notable for gigantic me- 
chanical enterprises. Even so, there may be some 
evidence of achievement in the fields of industrial 
hygiene and occupational health. 





Moonlighting 


HE term given to double employment is “moonlighting” — a device used by workers 

to cope with inflation and rising living costs. Industry frowns at the practice be- 
cause of two undesirable results — increased absenteeism and falling work standards. 
The number of moonlighters is estimated to be between one and two million. The aver- 
age company figures that 59% of its workers are moonlighting, but one manufacturing 
company reported that 50% of its highly skilled workers held other jobs. Unions are 
already beginning to campaign for the four-day week. When it comes, it will eventuate 


in increased moonlighting. 


—From New York Herald Tribune, August 5, 1957. 
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Industrial Medical Association 


President's Page 


N THESE President’s Pages, an attempt is made 

to cover many subjects which are important to 
IMA objectives. What the IMA Component Societies 
are doing is a subject of primary importance. As 
the roots feed the tree and help grow the fruit, so 
the future worth of IMA to Industrial America 
will largely depend on the activities of the Com- 
ponent Societies. All of them are working toward 
the promotion, and emphasizing the need, of optimum 
employee health. The IMA in its Annual Confer- 
ences, and in other ways, has long been aiming at 
the same goal. Its Conferences are designed for all 
interested groups in industry, government, and com- 
munity, as well as the medical profession, for — 
on the national as well as the local basis — the 
health of our working population depends on the 
combined efforts of the doctor, the hygienist, the 
nurse, the safety man, the management executive, 
the private practitioner, and many others; and we 
cannot expect to hold their attention and sustain 
their cooperation by talking only to ourselves. Some 
of our activities, of course, must be individual and 
technical, but our larger purpose makes it impera- 
tive that in our meetings and their programs we 
include the other groups with kindred interests, and 
recognize the areas of their work. 


HE Western Industrial Medical Association for 

many years has maintained the policy of offering 
an annual program in which the meeting of its 
members is followed by a succession of presentations 
of interest to nurses, attorneys, industrial and pri- 
vate practitioners, safety people, industrial hygien- 
ists, and management. Heretofore this has been a 
one-day, all-day meeting, and thus, perhaps, more 
general than specific as to any one group. 

In 1953 the week-long National Industrial Health 
Conference was held in Los Angeles. That event 
emphasized the need of more such extended Con- 
ference coverage in the far West. Only a compara- 
tive few from the Pacific region have the opportu- 
nity to attend the Annual Industrial Health Con- 
ferences regularly. The remainder, and they are 
many — industrial physicians, nurses, hygienists, 
attorneys, safety men, management representatives 
— must remain at, or near, home. For reasons of 
time and resources, they have to be satisfied with less 
than the all-important “firsthand” information ob- 
tainable only from attendance and participation. 
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This year, therefore, the Western Association — 
with the cooperation of industrial nurses, safety 
groups, hygienists, and others — has promoted a 
three-day Western Occupational Health Conference 
to be held October 4-6, 1957, at the Biltmore Hotel, 
Los Angeles. 


‘TH FIRST of the six forma! sessions of this regional 

Western Conference, on Friday, October 4, will 
hear “Human Factors Engineering” discussed by 
Psychologist, Physiologist, Physician, Nurse, and 
Engineer. The second session, on “Dermatological 
Problems in Industry,” will feature presentations 
by Safety Engineer, and Nurse. The third will offer 
the experiences and opinions of Safety Engineer, 
Industrial Hygienist, Physician, and Nurse, in con- 
nection with “Hazards Hidden and Otherwise.” 

On Saturday, October 5, the morning subject will 
be “Hiring the Handicapped Without Handicapping 
Industry,” on which, in studied succession, the pro- 
fessions of Management, Public Health, Safety, Law, 
Nursing, and Medicine will be heard from — in the 
person of an able representative of each. Saturday 
afternoon Physician, Industrial Hygienist, and Ra- 
diological Safety Engineer will discuss “Radiation in 
Industry,” and this will be followed by a study of 
“Emotional Problems in Industry,” presented by 
Physician, Safety Consultant, and Industrial Nurse. 
Saturday evening will be given over to the Banquet. 

At the close of each of these six sessions there 
will be a “Question Period,” and then “time-out” to 
visit the Technical and Scientific Exhibits. 





HUS one of our Western units confirms and en- 

larges its importance alongside the others of our 
Component Societies which, earnestly and effectively, 
are extending the meanings and methods of indus- 
trial health to the related groups that are so neces- 
sary, and can be so helpful, in its continued de- 
velopment. Although this is a regional Conference, it 
is hoped the attendance — particularly of IMA 
members — may be representative of the national 
interest the occasion deserves. 
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Association News 


gpm is a report of the Committee on Problem 
Drinking of the Industrial Medical Association 
to the Board of Directors. 


HE PROBLEMS facing the Committee on Problem 


Drinking in 1956-57 are considerably changed 
from those of even five years ago. Today, many 
industries have instituted some type of program 


in an attempt to deal with problem drinking. Our 
chief concern now is that there is such a wide variety 
of programs in operation and that, as yet, there is 
no agreement on common terminology or method in 
the whole field of addiction. Accordingly, it was 
decided that we should attempt the rather formidable 
task of (a) compiling new working definitions which 
might serve to coordinate present clinical efforts on 
the part of many Industrial Health Departments, 
and (b) on the basis of these definitions suggest a 
comprehensive, working hypothesis for clinical ori- 
entation to addictive disorders. 


Working Definitions 
T MUST be clearly understood that the Committee 
makes no pretense of being able to supply basic 


1. “SEED-BED” 


ADDICTIVE 
e.g. Alcoholism 


definitions. These must await the result of sufficient 
basic and clinical research to make them possible. 

The definitions suggested are working definitions 
only. It will continue to be the responsibility of this 
Committee to modify any of these definitions from 
time to time as indicated by new clinical develop- 
ments. 

Our working definitions are as follows: 

Problem Drinker — One who because of the use 
of alcoholic beverages is unable to perform his nor- 
mal functions on the job, at home, and in the com- 
munity. (This definition is for general rather than 
clinical use. The clinician will recognize that the 
employee with an alcohol problem can be more ac- 
curately diagnosed by utilizing the definitions for 
addiction, alcoholism, and disease.) 


Alcoholic Beverage — Any potable liquid con- 
taining more than 2% alcohol by volume. 
Intoxication — (a) It is impossible to define in- 


toxication in a way that would be acceptable gen- 
erally within industry. (b) An employee should be 
considered unsafe on the job if he has .05% alcohol 
or more in his blood. (Clinical judgment must con- 
tinue to be utilized, particularly for employees who 








DISORDERS - 








2. ADDICTION 3. DISEASE 





PRIMARY FACTORS 
The ability to experience welcome | 
effects from a chemical or chemi- 





| SECONDARY FACTORS 
All outside factors 
affecting the use of 


cals, plus the life situations at a particular chemical 
any age conducive to states of in a particular case 
pain, tension, loneliness and/or 


the pursuits of happiness by un- 
natural means 


| (e.g.) 


Abnormal conditions in 
the body (both reversible 
A way of life that and irreversible) 

involves repetitive —___—— 
or continuous dependence (code) 

on harmful quantities of “D” indicates disease from 
any chemical capable of depressant effect of 
producing welcome effects y alcohol (irreversible) 
“‘M” indicates disease from 
j malnutrition (Reversi- 
Age ble in early stages only) 











(e.g.) 

Rejection by one or both parents| Family attitudes to alcohol 
overdiscipline neglect — de-| or drugs (a) parental 
sertion — eviction deliberate (b) marital 
frightening — concentration on | Community drinking customs 
other children boarding- Occupational drinking customs 


schools — no time for child 

nagging and scolding with- 

holding financial support - 

emphasizes shortcomings 
Overprotection by one or both 
parents 

excessive fondling 


prolongation of infantile care — | 


over-supervision solving 
child’s defending 
him from other children 
Pampering 
Parental disharmony 
Poverty 
Broken home 
Menopause 
Concern over loss of virility 
Retirement 
Senile changes 


problems 


Racial drinking customs 

Economic status 

Religion 

Climate 

Accessibility (bootleggers ) 

| Work difficulties 

Marital difficulties 

Economic difficulties 

Advertising 

Legislation 

General social unrest and 
insecurity — e.g., war, 
economic depression, 
unusual prosperity 

Rapid change in social status 








15 | Drinking begins 

Pre-addictive or “‘social’ 

20 drinking phase 

ADDICTION BEGINS 

1. Phase of contentment pre- 
disease (no “‘kick-back”’ 

30 from alcohol) 





. Phase of early or slight 
concern (Sensitive about 

35 drinking). Beginning of 

new, less desirable re- 

40 action to alcohol 

. Phase of resistance — a 
new way of life rejected 
by rationalization, alibis, 

AB lying, resentment towards 

those who want it changed 

50 in spite of awareness of 
serious trouble. Depend- 
ence increasing and de- 
sirable reaction decreasing 

4. Phase of acceptance — 
attained through fear of 

55 diseased reaction to al- 

cohol and associated 

60 problems, or through 
instruction 

5. Phase of helplessness or 
hopelessness — gives up 

70 struggling — suicide 


i] 
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“Pp” indicates disease from 
physical effect (reversi- 
ble in early stages only) 

“O” indicates other than 
above 


Doses of alcohol that result 
in increased tolerance 
ALCOHOLIC 
DISEASE BEGINS 








1. Pathological intoxication 
— blackouts and “Dr. 
Jekyll-Mr. Hyde” ef- 
fect (D) 

. Stage I withdrawal — 
“shakes,” “‘morning 
drink,” “craving” (D) 

. Peripheral neuritis (M) 

. Fatty liver (M) 

. Stage II withdrawal — 
“hallucinations” (D) 

6. Alcoholic gastritis (P) 

7. Early Wernicke’s 

. Stage III withdrawal — 

delirium tremens (D) 

Stage IV — convulsions 

(D) 

10. Korsakoff’s (M) 

11. Cirrhosis (M) 

12. Pancreatitis (O) 
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may have an unusual susceptibility to alcohol or who 
may be experiencing the effects of more than one 
depressant.) 

Addiction — A way of life that involves repetitive 
or continuous dependence on harmful quantities of 
any chemical capable of producing welcome effects. 

Alcohol Addiction — A way of life that involves 
repetitive or continuous dependence on harmful 
quantities of alcohol. 


Alcoholism — A complex human phenomenon in- 
volving both addiction to alcohol and disease from it. 
Disease — Any abnormal condition in the body. 


1. Abnormal conditions that are temporary and 
reversible. 

2. Abnormal conditions that are permanent and 
irreversible: (a) may be permanently arrested; 
(b) inevitably progressive; (c) incompatible with 
life. (As a working rule, we consider that the ab- 
normal conditions responsible for both withdrawal 
reactions to depressants or stimulants and abnormal 
states of intoxication are irreversible with present 
medical knowledge. These are the conditions coded 
as “D” in the accompanying chart.) 

The diagram is a demonstration of how some of 
these definitions can be integrated to establish a 
comprehensive, workable basis for the investigation, 
diagnosis, treatment and rehabilitation of employees 
who have acquired a problem with alcohol. 

It is important to appreciate that this four-level 
diagram is simply designed to demonstrate some of 
the possible interrelated factors in alcoholism and 
is not intended to be complete. Neither does the 
indicated age at which the various phases of addic- 
tion or disease occur represent the expected sequence 
in any particular patient. It is suggested, however, 
that one has not diagnosed a case of “problem 
drinking” until he has recognized the condition of 
his patient, or his employee, in each of the four 
areas. 

The Committee hopes that its efforts in compiling 
working definitions and a comprehensive working 
hypothesis may facilitate the over-all purposes of 
the Committee which are as follows: 

1. Set up standards for analysis and reporting of 
cases. 

2. Set up a pilot study using a cross section of 
industry in the United States and Canada. 

3. Explore methods for the earlier detection of 
the problem drinker in industry with particular 
emphasis on education of line management and 
employees. 

4. Continue to work for improved over-all com- 
pany policies. 

5. Continue its efforts to coordinate the policies 
of Personnel and Medical Departments. 

6. To make a special effort to publicize its work 
so that it can be available to all members of the 
IMA. 

7. To advise and assist in the establishment of 
actual medical and follow-up programs within in- 
dustry when asked to do so. 

With this over-all purpose in mind, the work of 
the Committee on Problem Drinking has been divided 
into nine subcommittees for the year 1957-58. 

The Committee decided upon the following im- 
portant resolution: 
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Resolution of the Committee 

HE INDUSTRIAL Medical Department should set up 

a program for the detection and the treatment of 
the problem drinker in industry and should carry 
out a rehabilitation program itself if necessary until 
competent local facilities become available. 

The Committee wishes to express its gratitude to 
the Bell Telephone Company of Canada and the 
New England Power Company for acting as hosts 
for our Committee meetings during the past year. 

—R. GorpoN BELL, M.D., Chairman 
DONALD BEws, M.D. 
RONALD BUCHAN, M.D. 
EDWARD BUyYNISKA, M.D. 
S. CHARLES FRANCO, M.D. 
THoMAS M. HoGsHEaD, M.D. 
J. F. JELLEMA, M.D. 
JAMES I. RoBerts, M.D. 


Books 
Reborn 


. i> LIFE, WORK AND TIMES OF CHARLES TURNER 
THACKRAH: A. MEIKLEJOHN, E. & S. Livingstone 
Ltd., Edinburgh and London, 1957, pp 238, (illus- 
trated), 25s. net. 

Somewhat belatedly Charles Turner Thackrah has 
come into acceptance as the father figure of occupa- 
tional health in the British Isles. Evidence of this 
may be found in his likeness on the recently designed 
jewel of the British Association of Industrial Medi- 
cal Officers and in the recently formed Thackrah 
Society, a counterpart of America’s Ramazzini So- 
ciety. The appearance of this book extends the 
evidence. 

Thackrah is no stranger to the world of occu- 
pational health anywhere, but Thackrah chiefly has 
been a book and not a person. Numerous publica- 
tions have appeared both in the British Isles and 
in America, but all failed to bring him to life. 
Meiklejohn restores the shortlived Thackrah (1795- 
1833) to flesh and blood and has him stir around in 
his own writings, concealing none of his pomposity, 
verbosity, foibles, and diseases, and duly acknowl- 
edges his undeniable attainments and contributions. 

America has a small claim on Thackrah, a claim 
not here prosecuted and only mentioned because of 
the confusion incident to it. The first edition of 
Thackrah’s masterful book was published in Lon- 
don in 1831. Promptly in that year appeared the 
American Edition (Philadelphia), called the second 
edition. In 1832 another London printing took place, 
also called the second edition. 

Although Thackrah long has been a book and 
not a person, even that book has been little avail- 
able, a medical collector’s item. The Meicklejohn 
publication by including the second London edition 
in full makes the Thackrah writing readily avail- 
able to all, and that inclusion makes up the major 
portion of the present volume. Thackrah’s writings 
readily lend themselves to chrestomathy. Meiklejohn 
compiled an extensive chrestomathy including this 
choice item: “A study of medicine which disregards 
the prevention disease, limits its utility and its 
honours.” 
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Thackrah was an early apostle of prevention in 
occupational health. 

Industrial-health America long has been vexed 
that its opposite number to Thackrah, Benjamin 
McCready, a junior contemporary of Thackrah, fails 
to measure up to medical hero worship proportions. 
In his stripling days, with his New York diploma 
scarcely dry, he wrote the first major American con- 
tribution on occupational health. Without guile, Mc- 
Cready openly stated that his essay sprang from 
Thackrah, then dead only three years. McCready 
was no wicked plagiarist. If America accepts Mc- 
Cready, by that act it also accepts Thackrah. Even 
so, that is no tasteless morsel. 

The author, Andrew Meiklejohn, is no tyro at 
industrial medical writing. Whenever Britain has 
the need for succinct writing on occupational health, 
promptly all minds and eyes turn toward Glasgow. 
Johnson had his Boswell. The British Association of 
Industrial Medical Officers has its “Andy.” This 
Andrew Boswell Thackrah Meiklejohn has grown in 
literary stature. 


More Abstracts 

A.M.A. CLINICAL ABSTRACTS OF DIAGNOSIS AND 
J: TREATMENT: Intercontinental Medical Book Cor- 
poration with Grune and Stratton, Inc., New York, 
1956, pp 661, $5.50. 

This compilation presents in orderly organ sys- 
tem sequence, half- to page-and-a-half abstracts of 
articles from 1200 periodicals published all over the 
world. The journal section from which these are 
taken is entitled “Medical Literature Abstracts,” 
which has been featured in the J.A.M.A. for over 
fifty years. To make this particular volume more 
useful, the abstracts reproduced are limited to diag- 
nosis and treatment, and it is the hope of the editors 
that this book “will prove highly serviceable both 
to general practitioners and to specialists eager to 
keep informed about the latest developments taking 
place in clinical practice and in the laboratory.” 

All physicians in industry are interested in the 
diagnosis of disease, and although treatment is 
carried out only to a limited degree, the desire to 
remain knowledgeable in this segment of practice 
is strong. Relating immediately to occupational 
medical material, though, are some abstracts of the 
treatment of industrial intoxications in the section 
on Poisonings, and other rare allusions to occupa- 
tional pulmonary disease, anthrax, and periodic 
health examinations. 

The dual raison d’étre of this book is to permit, 
first, a quick acquaintance with things new, and 
second to whet the reader’s interest so that he seeks 
the article in its original form. 

Although abstracts of writings from journals 
comfortably at home on the industrial physician’s 
desk are included, they are in too few number to 
cause this reviewer to run and add this to his laden 
bookshelves. For the generalist, this compilation is 
of worth. For industry’s physicians, though, more 
of pertinence will be learned from booster injections 
—as Doctor David Goldstein termed it at a recent 
meeting—taken frequently from our own literature 
and that of the social sciences. 

—JEAN SPENCER FELTON, M.D. 
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Motor Vehicle Accident Prevention 

ROCEEDINGS OF SYMPOSIUM ON MEDICAL ASPECTS OF 
psi VEHICLE ACCIDENT PREVENTION. Center for 
Safety Education, New York University, Washing- 
ton Square, New York, May 23, 1956, $.50 (in lots 
of 10 or more $.40 each). 

New driver licensing requirements have been pro- 
posed by 125 leading medical specialists from the 
United States and Canada and traffic safety au- 
thorities in government and industry, who met at 
New York University on May 23, 1956, for an All- 
Day Workshop Conference on Medical Aspects of 
Motor Vehicle Accident Prevention. These recom- 
mendations, together with an analysis of research 
needs, are contained in the 32-page report of the 
proceedings, contained in full in the December 15 
issue of New York State Journal of Medicine. 

Cosponsored by the University’s Center for Safe- 
ty Education and the NYU-Bellevue Medical Cen- 
ter, this pioneer conference was held in cooperation 
with the New York Academy of Medicine’s Com- 
mittee on Public Health, the New York Industrial 
Medical Society, and several county medical socie- 
ties. Dr. George E. Armstrong, Vice-President for 
Medical Affairs at New York University, was Con- 
ference Chairman, while Dr. Herbert J. Stack, 
director of the Center, served as Coordinator. 

Among the more important conclusions and rec- 
ommendations arrived at by the Conference parti- 
cipants were the following: 

Driver attitudes and personality characteristics 
have a major role in the causation of traffic acci- 
dents, and the research in this area must be con- 
tinued and intensified. 

Qualifying medical examinations should be man- 
datory prior to the first issuance of a license to an 
individual, and a qualifying examination should be 
given prior to each renewal of the license. 

Fourteen cardiovascular conditions, ranging from 
severe diminished cardiac reserve to fixed hyper- 
tension above 180/100, were specified as disqualify- 
ing for motor vehicle operation. 

Individuals subject to epilepsy and other condi- 
tions which bring about transient lapse of conscious- 
ness or loss of motor control should be periodically 
examined to determine their fitness to drive, and 
the motor vehicle commissioner should have the as- 
sistance of a panel of specialists for purposes of 
evaluation. 

The minimum visual requirements for private car 
operation should be a correctible visual acuity to 
20/40 Snellen in one (the better) eye and a form 
field of 70° in the horizontal meridian in each eye, 
or 140° in one eye, with vision to be re-examined 
every three years. 

Certain conditions of the head and neck, diseases 
of the thoracic cage, limited functions of arms and 
legs, and certain conditions of the spine should be 
considered as precluding the safe operation of motor 
vehicles. 

If alcohol is detected by chemical tests when a 
driver is involved in an accident, or if he refuses 
to take a test, a demerit mark should be placed on 
his driving record. In case of a second accident, 
if alcohol is again detected, or if he again refuses 
to take a test, the driver’s license should be indefi- 
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nitely suspended while the driver’s drinking habits 
are investigated by a clinician appointed by the 
authorities. 


“Only 30 Feet of Water" 

UBMARINE MEDICINE PRACTICE: Bureau of Medi- 
S cine and Surgery, Department of the Navy. U. S. 
Government Printing Office, Washington, D.C., 1956, 
pp. 357, paperbound, $2.00. 

Few industrial physicians the country over are 
confronted with any degree of medical responsibility 
for compression and decompression diseases. For 
them, and for most physicians in general, such terms 
as the “bends,” “caisson disease,” the “chokes” are 
just words. Actually, at the present time, oppor- 
tunities for compression and decompression diseases 
are more widely distributed than ever, and actual 
cases are commonplace. 

The newest developments in this domain center 
about the rapidly enlarging sport of so-called “skin 
diving,” wearing the self-contained underwater div- 
ing apparatus “Scuba.” The author, in an attached 
memorandum, notes: “Only 30 feet of water! These 
represent some of the saddest words ever heard by 
a doctor treating diving casualties. The rapid growth 
of interest in shallow-water diving, either with an 
air supplied mask or a self-contained underwater 
breathing apparatus, is bringing its toll of casual- 
ties. To the doctor untrained in treating diving cas- 
ualties, many of these appear to be drownings or 
sudden deaths for unexplained reasons.” 

This work on submarine medicine practice was 
prepared under the auspices of the Bureau of Medi- 
cine and Surgery for publication by the Bureau of 
Naval Personnel. It is a product of the staffs of 
the U. S. Naval Medical Research Laboratory, U. S. 
Naval Submarine Base, New London, Connecticut; 
and the Experimental Diving Unit and U. S. Naval 
School, Deep Sea Divers, Naval Gun Factory, Wash- 
ington, D.C. The major portion is devoted to div- 
ing under various conditions with and without 
breathing apparatus. Lesser portions are concerned 
with habitability and clothing in submarines, sub- 
marine personnel, general medical problems in sub- 
marines, prospective medical problems of future sub- 
marines. 

While this book is unconcerned with aviation de- 
compression and compression or with possible at- 
tending mishaps, all of the principles involved are 
much the same. This publication reflects a highly 
developed branch of medicine of highly practical im- 
port little known to the medical profession in its 
entirety. Yet compression and decompression dis- 
eases are closer to all physicians than they know, 
and much would be gained by knowing that which 
this book ably presents. 


Classic 
CCUPATIONAL DISEASES OF THE SKIN, 3rd ed.: L. 
O SCHWARTZ, L. TULIPAN, and D. J. BIRMINGHAM. 
Lea & Febiger, Philadelphia, 1957, pp. 981, $18.00. 
Some books are born as classics but most books 
never attain the classic state. Just what is “ciassic 
anyway? The 15-pound dictionaries provide the ex- 
act answer: “A work of the highest class and of 
acknowledged excellence.” By that definition the first 
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edition of this book was a classic, and the present, 
third edition is more of a classic. 

On casual inspection the second and third editions 
appear to be much the same. With a little more 
scrutiny, definite differences toward betterment may 
be observed. Three new chapters have been intro- 
duced: Skin Hazards from Radiation in Atomic In- 
dustry, Medicine and Defense, by Dr. W. D. Nor- 
wood; Occupational Marks, by Dr. F. Ronchese; 
and Composition and Skin Hazards of Detergents 
and Surface Active Agents, by Anthony M. Schwartz, 
Ph.D. 

The physician’s, and particularly the industrial 
physician’s, need for detailed information on indus- 
trial skin exposures, and the conditions induced 
thereby, well is met in this comprehensive and ex- 
tensively illustrated book. The compensation and 
other legal aspects of industrial dermatitis, current- 
ly a matter of more than a little concern, adequately 
are covered. The authors describe industrial proc- 
esses and practices along with the chemicals, thus 
portraying the background from which industrial 
dematoses spring. Since the presentation is ar- 
ranged by trades, occupations and professions, as 
well as by the offending agents, it becomes easy 
quickly to locate the probable irritant or allergen 
in most all divisions of industry. 

It is to the credit of this work that it is not com- 
plete. Were it complete and final that would mean 
that it was dealing with a dead or dying field. While 
this book was being prepared and published, it is 
prospective that a few hundred additional offending 
agents found their way into industry and must await 
the fourth edition, which for the same reason fur- 
ther will be incomplete. That statement marks the 
virility of the expanding field of occupational derma- 
titis. 

This book is overly modest in its claims. Here 
and there reference is made to the fact that “more 
than 100 occupations are described.” Outdoing the 
publisher’s claims, let it be said that in this country 
there are near to 51,000 different ways of making 
a living. This book goes far toward mention at 
least of any and all of the exposures that may be 
involved and the skin conditions that might arise 
in these 51,000 different ways to make a living. 


The Best Available 

CG VACCINATION AGAINST TUBERCULOSIS: SOL ROY 
B ROSENTHAL. Little Brown & Co., Boston, 1957, 
pp. 389, $7.50. 

One of the meanest acts of a striking labor union 
was directed against a motion picture theater cur- 
rently showing one of the “Who-Dunnits.” The pick- 
ets carried placards reading, “The butler did it.” 

The title of this book does not expose its hand 
or its contents. From the title alone, one may not 
judge that BCG vaccination is one of man’s boons, 
or, instead, borders on the unproved and nebulous. 
With a small picketing placard, as it were, two hints 
are dropped as to the attitude of the book: “Man 
has a great capacity to develop resistance against 
the tubercle bacillus, and there can be no doubt of 
it. There is an occasional writer in the United States 
who denies this fact, and it undermines the bene- 
ficial effect which may be realized from BCG vac- 
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cination. ... At present BCG, an attenuated living 
strain of Mycobacterium tuberculosis (var. bovis), 
is the best and most widely used vaccine available.” 

This book in masterful fashion assembles all that 
is known about BCG vaccine for tuberculosis but 
with some emphasis on European experience where 
that vaccine has enjoyed wider application than in 
the United States, and where acceptance is some- 
what general. 

Without undue restraint the author points out the 
objectionable features in the use of this vaccine, 
some of which serve as a basis for the negative at- 
titude in the United States. While this book speaks 
for itself in able fashion, one attitude in the United 
States is that for special risk groups such as nurses, 
interns, medical students, and employees of tuber- 
culosis sanatoria, as well as laboratory workers, the 
use of BCG is justified and perhaps desirable. But, 
at the present time, for the general public, and 
especially for children, there may be reasonable 
doubts both as to its safety and its efficacy. 

This is a book of evidence, and much evidence has 
been adduced in favor of this form of vaccination. 


Epidemiology 
RINCIPLES OF EPIDEMIOLOGY: IAN TAYLOR AND JOHN 
KNOWELDEN. Little Brown & Co., Boston, 1957, 
pp. 300, $9.00. 

Only grudgingly do these authors admit that epi- 
demiology may deal with other conditions than in- 
fectious diseases. The concession is made that there 
may be an epidemiology of noninfectious diseases 
but beyond that few further concessions. Apparently 
the authors would be pained to face the possibility 
of epidemiology of book writing, or, instead, of hurri- 
canes. 

Chiefly the authors’ presentation material centers 
about communicable affections. In that territory 
they move with surefootedness. For departments of 
communicable diseases of official agencies, or public 
health training centers devoted to communicable dis- 
eases, this book contributes much. However, its val- 
ue does not end there. The same principles and pro- 
cedures so well developed in the book may be applied 
to any and all situations subject to epidemiologic 
analysis. The methods described well might be di- 
rected to epidemiology of lead poisoning or, other- 
wise, to the exploration of traffic accidents. 


New Ballenger 

ISEASES OF THE NOSE, THROAT AND EAR, ED. 10: 
D H. C. BALLENGER and J. J. BALLENGER, Editors. 
Lea & Febiger, Philadelphia, 1957, pp. 968, $17.50. 

This, the tenth edition of a standard textbook in 
otolaryngology, following close on the heels of a 
new text in the same field by Lederer and Hollender, 
reflects the continued upsurge of interest in oto- 
laryngology after the hiatus occasioned by the ad- 
vent of antibiotic therapy. 

Otolaryngology, stunned by sudden release from 
responsibility of mastoidectomy for acute diseases 
and the drainage of innumerable abcesses about the 
head and neck, found broadening vistas in peroral 
endoscopy, allergy, the surgery of hearing, cancer 
surgery, and plastic surgery of the nose, ear, mouth, 
and larynx. These changes are mirrored in the al- 
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terations and additions in successive editions of Bal- 
lenger. New sections include chapters on the phys- 
iology of the nose and Eustachian tube, the former 
being the basis of rhinoplasty. One of the best chap- 
ters is that on the physiology of hearing, but some 
disappointment is registered since no mention is 
made of tympanoplasty. 

Still among the best sections are the how-to-do-it 
descriptions, particularly that on surgery of the 
septum. Well treated, as before, are the sections on 
acute and chronic infections of the deep neck spaces, 
middle ear, and mastoid. Clearly rewritten are the 
sections on labyrinthine physiology and testing, ma- 
lignant diseases of the ear, nose and throat, as well 
as those sections on bronchology, esophagology, and 
gastroscopy. Dr. J. D. Kelly relates his revised tech- 
nique of arytenoidectomy, and outlines several other 
methods. Less stress has been placed upon now less 
common affections, such as otolaryngologic lues and 
tuberculosis. 

The volume is generously and meticulously illus- 
trated with drawings above usual textbook caliber. 
It will be notably of interest to practicing otolaryn- 
gologists, and of good service as a reference work 
to all general physicians. —-BRIAN F. McCaBg, M.D. 


Therapy in Neurology 

— THERAPY IN NEUROLOGY: FRANCIS M. FORST- 
ER; H. HOUSTON MERRITT. The C. V. Mosby 

Company, St. Louis, 1957, pp. 792, $12.00. 

Many periods of medicine accurately could be 
characterized as the decades of worthless therapy. 
The present period has earned the appellation, the 
era of exact therapy. Therapy in neurology, long 
of feckless character, now shares in the general 
therapeutic flowering. 

“In recent years the enormous advances in our 
knowledge of the causation of neurologic diseases 
have resulted in equally great advances in therapy. 
Many diseases which were common in former years 
are rarely seen in the wards of our hospitals 
at the present time. Dementia paralytica, tabes 
dorsalis, and other forms of central nervous system 
syphilis are now clinical rarities. Similarly, there 
has been a great reduction in the number of patients 
with spinal cord degeneration asociated with pri- 
mary anemia, abscess of the brain, and other con- 
ditions. We now have an effective therapy for tuber- 
culous and pneumococcal meningitis, which in former 
years were almost 100% fatal diseases; and the 
less virulent but formerly quite serious infections 
of the meninges can be cured. Satisfactory, although 
not as yet perfect, forms of therapy are now avail- 
able for epilepsy, migraine, myasthenia gravis, and 
many other diseases of the nervous system. 

“There are still many diseases of the nervous 
system, most of which are relatively rare, for which 
there is no therapy. Many of these have been labeled 
as degenerative or heredodegenerative. While it is 
true that hereditary factors are operative in some 
of these diseases, this is not an indication that a 
treatment cannot be devised. It is quite likely that 
many of these are due to an inherited metabolic de- 
fect and that this defect can be remedied by therapy, 
as is the case with the neural degeneration of pri- 
mary anemia. 
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“The appearance of this book is a milestone in 
the progress in the fight against disease. The au- 
thors of the various chapters have provided a con- 
cise and authoritative presentation of the current 
status of therapy of disease of the nervous system.” 


The Quest for Security 

OLUNTARY HEALTH INSURANCE IN TWO CITIES: ODIN 
Ve ANDERSON and staff of the National Opinion 
Research Center, University of Chicago. Harvard 
University Press, Cambridge, Massachusetts, 1957, 
pp. 145, $5.00. 

In a perfect world of stout-hearted men and wom- 
en, the last thing that might be wanted or demanded 
might be security. The absence of security is a 
great motivator to self sufficiency. Daniel Boone 
may never have heard the word “security,” and al- 
most certainly could not have spelled it. Yet in his 
own way, Daniel Boone thrived and prospered. 

The present world is not perfect and the stout- 
hearted self-servers are in the minority. Security, 
is wanted, and is demanded, and is being procured, 
and not always through a desirable degree of parti- 
cipation by those protected. All this is bringing about 
a tremendous lot of perplexities in the turmoil of 
health insurance. For every situation solved, a half 
dozen new ones appear. All is in flux. There is no 
stability. 

The author of this book and the Foundation and 
Center behind him, are aware of all this and more. 
They bring “new facts to bear on the problem of 
adequate coverage under voluntary insurance plans, 
and their work sets a pattern for methods of eval- 
uating the effectiveness of health insurance bene- 
fits. It wili prove informative and enlightening to 
members and administrators of the Blue Cross and 
Blue Shield plans; members of insurance companies; 
schools of public health, business, and medicine; so- 
cial workers; and persons in the division of Health, 
Education, and Welfare, and subordinate depart- 
ments.” 


The Fountains of Modern Knowledge 

|S pinay AND TREATMENT OF CARDIOVASCULAR DIS- 
EASE: WILLIAM D. STROUD and MORRIS W. STROUD, 

ll, Editors. F. A. Davis Company, Publishers, Phil- 

adelphia, 5th Edition, 1957, pp. 1702, $35.00. 

Therapeutic science entered cardiology in 1785 
with William Withering’s life-saving investigation 
of foxglove. Yet Withering inaugurated no steady 
flow of major contributions in either the diagnosis 
or therapy of cardiovascular disease. Only within 
the present generation has the flow of achievement 
been noteworthy. Since that term “generation” is 
a bit nebulous, let the time be broadened to two gen- 
erations. That factor of “the recent” has been 
stressed by Sir Thomas Lewis in the “Foreword” 
to the present edition in this language: 

“Within living memory, our knowledge both of 
maladies of the heart and, more recently, of dis- 
eases of the peripheral circulation, has profoundly 
changed; it has become far more exact and far more 
comprehensive than formerly; it continues to grow 
rapidly. These changes have been brought about 
chiefly in the English-speaking countries, and not 
least in the United States of America. The brilliant 
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list of American authors of the present contents 
includes a score of names known in every part of 
the world where cardiovascular diseases have been 
intensively studied; they are known for the solid 
contribution of those who bear them to their sub- 
ject. Rarely before has such a number of authori- 
tative writers combined to place its views of a 
branch of medicine on record, and never before of 
cardiovascular disease; it is a guarantee to the read- 
er that he is in direct or close contact with all the 
fountains of modern knowledge, the most important 
guarantee perhaps that any reader can be given.” 

Although this loose-leaf system will be identified 
with the Stroud’s, they, as Editors as well as con- 
tributors, leaned upon 60 celebrated cardiologists. 
All the new and old that is valuable has been in- 
cluded, but the flavor of newness may be found in 
such chapters as Cardiac Surgery, Electrocardio- 
graphy, Ballistocardiography, Coronary Artery Dis- 
ease, Peripheral Vascular Disease. While this work 
requires no exposition justifying its 5th appearance, 
there could be justification in abundance. Only one 
item here is introduced as to the startling and con- 
tinuing need for the conquest of heart disease. At 
a recent time, when tuberculosis, one of the leading 
causes of death in the United States, claimed 15,580 
in one year, in that same year there were 826,890 
deaths from heart disease. 


A.1.M.O. Report 

HE FUNCTIONS OF AN OCCUPATIONAL HEALTH SERV- 
ye IN AN INDUSTRIAL ORGANIZATION. London, As- 
sociation of Industrial Medical Officers, (September) 
1956, 70 pp, five shillings. (Available from Publica- 
tions Department, Industrial Welfare Society, Inc., 
48 Bryanston Square, London, W. 1, or Association 
of Industrial Medical Officers, Hon. Sec., Dr. J. A. A. 
Mekelburg, “% Peek Frean & Co., Ltd., Keetons Road, 
London, S. E. 16.) 

Because of increased pressure toward nationaliza- 
tion of occupational health services in Great Britain, 
the A.I.M.O. decided, late in 1952, that “a document 
should be prepared which would set forth the func- 
tions, aims and objectives of an industrial or occu- 
pational health service.” Implementing this deci- 
sion was the appointment of a Committee of mem- 
bers “to investigate the functions of an Occupa- 
tional Health Service and to prepare a Report.” 
This booklet is that Report. It presents a succinct 
summary of the contemporary thinking in England 
concerning the organization of industrial medical 
departments, and much of it is applicable to work 
in America. 


Take a Deep Breath 

TUDIES ON OXYGEN POISONING: Office of Technical 

Services, U. S. Dept. of Commerce, Washington 25, 
D.C., No. PB 111955, February, 1955, pp. 36, $1.00. 

For the many, any notion that nature’s great gift 
of oxygen involves any possibilities of poisoning is 
repugnant. Slowly it becomes apparent that under 
unfavorable circumstances, oxygen may be a poison. 
This report is made up of nine highly technical 
papers widely dissimilar in character but in their 
summation adding to the sum total of knowledge on 
oxygen poisoning. 
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The Thirteenth International Congress on Occupational 


Health in New York 


T THE Twelfth International Congress lately 

and stately staged in Helsinki, the govern- 
ing commission made the decision that the next 
Congress will be held in New York City in 1960. 
Dr. R. E. Eckardt, Second Vice President of 
the Industrial Medical Association, advised the 
American delegation that the executive body of 
IMA looked with favor upon the coming of the 
International Congress to the United States for 
its next assembly. On this representation, Dr. 
R. T. Legge, Chairman of the American delega- 
tion, extended an invitation on behalf of the 
United States, and this was accepted, although 
many would have preferred Madrid, which was 
one of the four cities seeking the Congress. 

It may be granted that New York City is not 
necessarily the best site for the assembly. Pitts- 
burgh or Detroit, along with other cities, might 
have had more to offer sharply related to industry. 
Yet there was need for other considerations. For 
many Congress members from Europe the mere 
getting to America would entail numerous diffi- 
culties. For example, money exchange rates oper- 
ate distinctly to the disadvantage of other coun- 
tries. With such things in mind, New York, the 
nearest seaport, became the logical choice. 

At this early time no dates have been fixed 
for the Congress, nor is it now known what body 
may become the chief sponsor. In all desirability 
there should not be a single host but many. On 
or near September 20 of this year a planning 
meeting will gather in New York City. For the 
present, Dr. Leonard Greenburg, of New York 
City, will act as Temporary Chairman of the or- 
ganizing group. 
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The coming of this Congress to this side of the 
water affords a splendid opportunity for the 
United States to demonstrate its rapid and tre- 
mendous developments in the field of occupational 
health. At the same time, the Congress imposes 
enormous tasks upon the entire Americas. Earlier 
Congresses, in various European cities, justly may 
be declared to have been magnificent. Even in 
those countries costs in terms of United States 
dollars have been tremendous. It is unlikely that 
the United States may seek to duplicate the splen- 
dor of European entertainment. Thus there possi- 
bly arises the need for a new type of Congress that 
still will have appeal equal to those of the past 
years in Europe. Even now the three-year inter- 
val permits of no lag, and speedily plans should 
be got under way. 

This Journal sees for itself in this gigantic en- 
terprise opportunity to play a role. There will be 
outstanding need for publicity, for formal an- 
nouncements, and possibly for publication of 
scientific presentations. Without any reluctance, 
Industrial Medicine and Surgery declares itself 
ready to serve, and to participate. Its pages await 
the needs of the Congress and its organizations’ 
committees. 

Since at this early time the fact of the coming 
of the Thirteenth Congress to the United States 
may not have spread about in all realms except 
those represented in Helsinki, this Journal as one 
voice of the Congress bespeaks the coming of a 
host of participants from the entire world of in- 
dustry. A welcome awaits, and that welcome will 
become more and more apparent in the coming 
months. 
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